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ABSTRACT
PROGRAM EVALUATION OF A THERAPEUTIC HUMOR
TRAINING WORKSHOP
MAY 1997
ERNEST E. YONKOVITZ, B. A., BAR-ILAN UNIVERSITY
M.A., LESLEY COLLEGE
Ph D., UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by Professor William J. Matthews

It is only over the last two to three decades that the professional literature has
reflected a growing interest in therapeutic humor. The purpose of this project was
to design and implement a training workshop in therapeutic humor that would give
psychotherapists practical techniques to utilize in their clinical work. This research
represented the only attempt known to this author in receiving post-test ratings
both from the workshop participants as well as from their clients. Due to the field
setting nature of the study, it was of a quasi-experimental design. A total of
twenty-one therapists and sixty-one clients participated in the study.
The three-hour training covered such therapeutic humor techniques such as
joke-sharing to enhance client/therapist rapport, telling jokes and stories with
metaphoric messages, and aiding clients to become more aware of life’s
absurdities. The workshop was given varied mental health settings.
Pre-test scores on the Situational Humor Response Questionnaire (SHRQ) and
the Revised Questionnaire on the Sense of Humor (RQSH) revealed no significant
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difference between the clinicians who enrolled in the workshop and those who
participated as control subjects. Within the limitations of the design, post-test
scores appeared to reveal a significant difference between the workshop and
control clinicians, with those who attended the training reporting a higher usage of
the humor techniques that were covered. Responses on the client post-tests
indicated that patients of the workshop clinicians who took the humor
questionnaires in the pre-test reported a higher frequency of humor in their
sessions than did the patients of the control clinicians.
The two pre-test questionnaires failed to predict which clinicians would be
more apt to use therapeutic humor. There was a significant negative correlation
between the RQSH sub-scale that measured affective inhibition and clinicians’
reports of humor implementation. Among the humor techniques offered in the
training, telling metaphoric jokes and stories produced higher frequency reports
among experimental subjects.
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CHAPTER I
INTRODUCTION
Background of the Problem
The recognition that an appropriate and systematic employment of levity in
psychotherapy can prove beneficial to clients has been slow in coming. Humor, in
clinical theory, has not traditionally been thought of as a treatment modality of
positive consequence and has been viewed with suspicion. There are various reasons
for this:
•

Early psychoanalytic theory, upon which the initial models of psychotherapy were
built, associated laughter to the release of excess psychic energy which was
viewed as being predominantly aggressive or libidinal in nature (Freud, 1916,
1905). While Freud also appreciated the coping and adaptive facets of mature
humor, his immediate successors have viewed levity in therapy as representing a
risk of indirect expression of hostility, as therapist collusion in the avoidance of
difficult treatment issues, and as a manifestation of the therapist’s narcissistic need
to be liked and admired (Kubie, 1971).

•

Historically, psychology underwent a struggle to gain recognition as a legitimate
medical and scientific pursuit in an era of rationalistic determinism. The idea that
levity might play a role in the successful amelioration of a patient’s symptoms was
foreign to the overriding medical model of that time, and ran counter the prevalent
expectations of what was seen as a serious and rigorous scientific enterprise
(O’Maine, 1994).
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•

Perhaps most importantly, engaging in levity with persons who come to us in
suffering and distress seems counterintuitive to sound clinical practice. Joking
about a client’s pain might be arbitrary and thoughtless in the best of cases, and
intentionally cruel in the worst. In-session laughter could thus hold the potential
for harming the client and, at the very least, might serve to undermine any hope of
therapeutic rapport or empathy.

Beginnings of a New Appraisal of Humor
In recent years, an increasing amount of attention has been focused upon laughter
as a source of physiological benefit (Robinson, 1983, in McGhee & Goldstein;
Moody, 1978; Fry, 1979, 1977) as well as a possible curative element with regard to
physical disease (Rhiner, Grace, & Ducharme, 1996; Cousins, 1979). Over the past
two to three decades, the professional literature has also reflected a growing interest
in the potential applications of humor in the realm of psychotherapy. In addition,
while humor is not viewed as a discreet treatment modality in its own right, humorous
techniques have the potential for use across a wide theoretical array of therapeutic
approaches (Buckman, 1994, Fry & Salameh, 1993, 1987). This is congruent with an
appreciation of the relationship that exists between mind and body: In order to
effectively address the body’s physical afflictions, the treator must also take into
account the spiritual or emotional needs of the patient, whose high morale and desire
to get better are valued prognostic attributes. It only follows, then, that affirming the
positive, joyful, and funny aspects of our clients’ lives would serve to enhance the
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therapeutic effect of witnessing and working through their pain and distress. As
therapists, we have often neglected the former for the sake of the latter, and have
equated therapeutic effectiveness with therapeutic solemnity (Salameh, 1987).

The Need for the Program
Even as an increasing appreciation of potential benefits of therapeutic humor
becomes evident, we have not seen a corresponding growth in the research literature
with regard to training clinicians how to be appropriately playful with clients. It is a
rarity to hear of a graduate program that offers academic course-work in the uses of
humor, much less practical training in its application. Much prejudice against in¬
session levity with clients still exists in the field. Yet, the successful use of therapeutic
humor (as with any other clinical technique) presupposes not just a theoretical
knowledge of its rationale, but also the practical ability on the part of the clinician to
introduce levity in a well-timed and appropriate manner. Complicating this is the fact
that humor appears to come more naturally to some clinicians than it does to others,
even when the use of levity is viewed as being desirable. Some therapists appear to
have an affinity for being funny and can translate this into their therapeutic
interactions with relative ease. Some therapists, as is true with anyone else, may be
individuals with a lower sensitivity to humor. Others might have an appreciation for
jokes, but feel they have little ability to remember or to tell them.
Effective training in how to conceptualize and implement therapeutic humor would
thus seem to entail not only supplying clinicians with a rationale and a repertoire of
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humorous techniques, but also the inculcation of an enhanced capacity for identifying
potentially humorous situations and treatment material. In addition, the ability to
foster a playful frame of mind while at the same time empathically retaining the
client’s experience and the goal of treatment would also seem conducive to applying
therapeutic humor with success. This area of humor inculcation and supervision for
clinicians represents an area of clinical training in need of further study.
As part of the structure of this thesis, a number of clinical vignettes will be
interspersed throughout the literature review (chapter 2). These vignettes will be
pertinent to the topics under discussion in the various segments of the chapter, and
will hopefully help illustrate the points being made. It was decided not to leave these
qualitative pieces for a separate chapter or appendix, so as to provide immediate and
“live” examples of the therapeutic humorous techniques under review.

Purpose of the Study
This study will address the need for the development and implementation of a
clinical training program in therapeutic humor. A training workshop will be designed
and then presented to clinicians in various treatment settings such as hospitals,
outpatient clinics, community mental heath centers, and substance treatment
programs. As humor is such a broad topic, the workshop will focus upon the
following major areas:
1. The history of therapeutic humor in clinical theory and its rationale in
psychotherapy.
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2. Ethical issues and clinical contraindications for using levity with clients.
3. Uses of humor to foster empathy and rapport between clients and therapists.
4. Uses of humor to foster insight and change through challenging clients’ current
perceptions, expectations, and patterns of behavior.

Applicability of the Program
It is hoped that the workshop material will prove useful to clinicians across a
variety of treatment situations and theoretical orientations. Emphasis will be placed
upon the employment of specific humorous techniques in a well-timed and
appropriate fashion. Workshop participants will be encouraged to understand why
they wish to use a particular humorous technique before its implementation, and will
experience in-group practice of the techniques being covered in the workshop. This
is in order to facilitate a judicious use of levity as well as to help clinicians address
their natural reluctance about making a precipitous intervention. In addition, a
booklet of therapeutic jokes and stories collected by this writer will be provided to the
workshop participants in order to leave them with a ready repertoire of humor that
can be accessed as the opportunity or the need may arise. Thus, clinicians who
experience the training will receive the rationale for using therapeutic humor, practice
in applying the techniques that will be covered, and a collection of such techniques
they can take with them to their own clinical settings.
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CHAPTER II
REVIEW OF THE LITERATURE
Defining Humor
The recent edition of the American Heritage Dictionary offers the following
definitions of Humor:
1.

The quality that makes something laughable or amusing.

2.

That which is intended to induce laughter or amusement.

3.

The ability to perceive, enjoy, or express what is amusing, comical, incongruous,
or absurd.
What precisely is this entity, however, that makes something ‘laughable or

amusing’? Different people (or cultures) find different things funny, or not so funny,
as the case may be. What is or is not comical appears to have a highly contextual
aspect and is related to the meanings that the observers make of the ‘comical’ event
or situation.
Smiling and laughter do not necessarily attest to the presence of amusement, but
may indicate an experience of other types of pleasure or gratification (McGhee,
1979). Mirth may be elicited in response to a myriad of stimuli; to obscenity,
nonsense, wordplay, erotic or other types of physiological arousal, aggression, or
even by the suffering of others. The absurd, the grotesque, the incongruent, and
human misfortune can all bring about a laughter response. Humor is also highly
varied in its manifestations as well, and may appear in the form of jokes, puns, riddles,
stories, slapstick, farce, cartoons, caustic repartee, and the burlesque (Clark, 1987).
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Due to the wide variety in the manifestations of humor, theories which seek to
define its essence are quite varied. A number of conceptual categories, to be
discussed in this chapter, have been traditionally used as rough groupings of the
theories of humor. Brief case vignettes, which will serve as examples of the types of
humor under discussion, will be distributed throughout.

Humor as a Response to Adversity
“A person without a sense of humor is like a wagon without springs —
jolted by every pebble in the road.”
— Henry Ward Beecher

Retrospective Amusement as a Sign of Healing
As the underlying premise of this dissertation is that laughter serves a positive,
healthy, and adaptive role, it would be useful to cite an equation generally attributed
to Schopenhauer: Tragedy X Time = Humor. In other words, once an individual
is ‘out of the woods’ with respect to whatever adverse experience she or he was
undergoing, that person’s laughter may emerge as a sign of relief, and indicates that
the crisis has passed. This is certainly an intuitive piece of wisdom and makes perfect
sense in light of our own experiences of laughing with relief after emerging from a
particular misfortune. This type of welcome and buoyant retrospective laughter can
be seen as a hallmark of emotional regrouping or healing.
In a classic adaptation of retrospective amusement, Erickson (1954) prescribed
voluntary and pre-scheduled bed-wetting to a young enuretic couple who had come
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to him to be cured of that very symptom. Five weeks after his intervention, the
couple returned “...amused, chagrined, embarrassed, greatly pleased, but puzzled
about the writer’s possible attitude and intentions” (p. 172). The couple also
expressed their amusement about now being able to have a wet bed any time they
desired; this was seen as an expression of their new sense of control over the
symptom. The retrospective, or ‘out of the woods’ nature of this example is due to
the clients not being at all amused at the time the paradoxical assignment was given
by the therapist, but rather experiencing amusement once the symptom had abated.
This, then, would seem to confirm Schopenhauer’s equation.
Commenting on the use of humor in family and individual treatment, Madanes
(1987) writes, “Humorous interventions often do not appear humorous to family
members and clients. It is only in retrospect, after the problem has been solved, and
people have a more optimistic view of life, that humor becomes apparent” (p. 24).

Concurrent Amusement as a Sign of Adaptation
“The secret source of humor itself is not joy but sorrow. There is no humor in
heaven.”
— Mark Twain

If the above quote is somewhat dour, it does point to an important truth with
regard to laughter: Much of our humor is indeed motivated or stimulated by the
sorrows and trials we endure as human beings. It is also important to stress that
laughter may materialize during the distressing event as well as after its successful

8

resolution. Just as retrospective ‘after the fact’ laughter may signal recovery,
concurrent laughter, experienced while the negative event is still in force, can be an
important indicator of healthy coping and adaptation (Prerost, 1989).
Relegating humor’s usefulness only to retrospective indications of problem
resolution serves to disregard the powerful adaptive potential that laughter holds for
persons in deep distress. Frankl, who was also an early proponent of using
paradoxical interventions with clients (1975), describes the sanity-preserving value of
laughter in the death camps during the Holocaust: “Humor was another of the soul’s
weapons in the fight for self-preservation. It is well known that humor, more than
anything else in the human makeup, can afford an aloofness and an ability to rise
above any situation, even if for only a few seconds” (1984/1959, p. 54). The author
describes how he trained a fellow inmate to concoct at least one humorous story a
day in order to save their mutual sanity in the midst of the camp’s horrors. In
particular, Frankl encouraged his comrade to describe how he would find it difficult
to shed the ugly habits learned in the camp after their liberation. Another camp
survivor, the philosopher Emile Fachenheim, stated, “We kept our morale through
humor” (in Lipman, 1991, p. 8).

Case Vignette: “Ann — Laughter in the Midst of Distress”
Ann had been coming to see me for some weeks. Her main complaint was that her
husband, Larry, was emotionally abusive to her. He humiliated her at any
opportunity, often in front of other people. Ann also strongly suspected that he was
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having an affair. Her family and friends were urging her to leave Larry, but Ann
entertained the hope that Larry would eventually come around to being a decent,
loving husband if she only exercised sufficient patience and understanding. Larry had
had a terrible childhood, according to Ann, and was surely acting out his lack of trust
by his abusive behaviors. He had reportedly done the same thing in his previous
marriage. Larry was testing her love for him, and she did not want to fail him as his
first wife did.
Ann decided to take a break from counseling. Her stated reason was that she
needed time to process our work, but I suspected that she was dissatisfied with me; I
could not voice the affirmation she wished that hanging in and soaking up Larry’s
worsening abuse was the way to change the relationship for the better.
About six weeks later, Ann returned to the clinic. Things with Larry had not
improved, but had gotten worse. He was more vocal in his disparagement of her, and
she was even more certain that he was seeing another woman. Ann was growing
hopeless that she was succeeding in communicating her love to Larry. No matter
how contrite she was for the shortcomings he so avidly pointed out, or solicitous she
tried to be for his feelings, Larry continued to find fault and to criticize her.
I decided to tell Ann the following joke:
A tourist was visiting the local zoo. Upon passing by the lion’s cage, the
tourist, to her utter amazement, noticed that the lion was laying down peacefully
with a lamb. She called over a zoo-keeper to ask about this incredible sight.

10

“It’s simply amazing!”, she exclaimed. “I’ve never seen anything run so
against the course of nature! A lion laying down with a lamb! How on earth do
you do it?”
The zoo-keeper replied, “it’s really not that complicated. Every day we put in
a new lamb.”
The joke made Ann laugh. She was immediately able to grasp that it was a likemetaphor for her own relationship with Larry, and was not offended by my prompting
her, through humor, to appreciate the sad irony of the situation. I was able to go
farther with the client and banter with her about whether a ‘lion ever changes its
spots’.
Telling this joke to Ann, while she was still in the midst of her problem, allowed
her to step back a bit and to observe what was transpiring. I feel that this distancing
helped her to make a cognitive switch in her understanding with regard to the
tenability of her expectation that Larry would ‘come around’ and start being nice to
her if she only persevered in allowing him to debase her. I understood her wry
amusement at the joke as an acknowledgment of this. In addition, I felt that Ann did
not perceive the telling of the joke as a negative reflection on her as a person, but
rather as an illustration of a mistaken set of beliefs on her part. She was subsequently
ready to contemplate some healthy changes in her circumstances.
It could be argued that, upon her return to counseling, Ann might have already
come to the conclusion that things were just not working out with Larry, and that she
needed to think about leaving him. If so, telling the joke could be seen as having been
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a superfluous exercise at ‘rubbing it in’, since she was already well aware that her
misguided efforts at placation had not brought about the desired results. I did not
feel, however, that such was the case. I was pretty sure that Ann had come to no
such conclusions at the time she returned to our sessions, and that her overall
presentation was that of hurt, frustration, and anger. It may have been the later
emotion that enabled her to finally acknowledge that things were not working out as
she had hoped. In any case, I felt she was ready to hear the lion and the lamb joke
and to make meaning out of it, which I feel she did.

Gender and Humor
Differences between the sexes have long been assumed to exist with regard to
laughter. Whiles males may exhibit a greater preference for aggressive, slapstick
humor (Johnson, 1992), biological data supporting gender differences to humor are
far from conclusive (Vitulli & Barbin, 1991; Vitulli & Kimberly, 1988). Gilligan
(1982) has proposed early upbringing expectations as being associated with a greater
female affinity for connection and intimacy. If this is indeed the case, it could be
hypothesized that this greater attunement to the feelings of others would make
women more hesitant to use or to appreciate aggressive or slapstick humor.
The cognitive mechanisms of incongruity and surprise which underlie humor
generation and appreciation appear to be universal and, thus, are not gender specific.
There is debate, however, whether humor frequency, initiation, and the type of humor
preferred might not depend upon the sex of those engaging in levity. One key area of
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interest may be the corresponding roles of humor initiator versus humor recipient.
McGhee (1979) writes that there has long been a societal expectation that men will
initiate humor and that women will be its recipients. In this light, barring discreet
behavior determinants that could be clearly attributed to biology, humor generation
would appear to be an active and perhaps aggressive expression of power. Being the
receptacle of humor would then represent the complimentary passive role.
Barreca (1991, p. 107) writes, “Hence, when a girl makes a joke, she is seen as
acting like a boy. When a girl uses humor, she makes those around her nervous
because her use of humor indicates that she is unwilling to accept her role as a passive
onlooker”. Coser (1960) found inter-gender expressions of humor to indeed parallel
positions of power.
More recently, Neuliep (1987) found that males perceive humor that is derogatory
of women as funnier than do females, which should not be at all surprising. Women
have traditionally been the butt of much humor (Love & Deckers, 1989). As women
feel less constrained by the societal codes of the past, however, their humor may
reflect more open derision of males (Pearson, Miller, & Senter, 1983).

Who is More Pristine and Demure?
“A hard man is good to find.”
— Mae West

“Ducking for apples — change one letter and it’s the story of my life.”
— Dorothy Parker
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The public expression of bawdy humor, at least in mixed company, may be another
historical area of gender differentiation. Female humorists who dared to produce
openly risque material were by far the exception rather than the rule (Barreca, 1991).
This historical unacceptability of female bawdiness at large might been understood as
an expectation of women’s passivity and constrained aggressiveness. Certainly, off¬
color levity, in some contexts, can be viewed as part of the bonding or initiation
process, particularly among males. This may all to often be at the expense of women
who have had to ‘appreciate the joke’, which may also have been largely at their
expense. In addition, the unacceptability of women indulging in aggressive joking
behavior in mixed company may have served as an impediment to forming alliances
and in sharing power with their less constrained male colleagues. If so, it would then
be no coincidence that the comic material of comediennes has traditionally been of a
self-deprecatory nature, placing emphasis on their stupidity, ineptitude, and general
inability to operate reasonably and competently (Collier & Beckett, 1980). It may be
argued, however, that there have also been many male humorists who have based
their comedy on self-deprecation.
It is certainly true that women, until recently, have been relatively scarce among
the ranks of professional humorists and comics. Ziv (1984) attempts to explain this
gender discrepancy in humor creation by stating that men tended to create more
humor than did women; due to the high level of sexual and aggressive humor content
in the humor favored by our society, such levity would seem more expected and
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encouraged in males. The author adds that as clowning and aggressive play have
been more highly rewarded in boys, it only follows that humor creation has been a
male-dominated area.

Humor and Ethnicity
Handelman and Kapferer (1972), in their cross-cultural study of joking exchanges,
conclude that there are frames or rules which guide joking interaction, and that these
structures are transcultural. Goldstein (1977) observes that that while cross-cultural
studies of humor have not been extensive, similarities found among the various
groups studied have been greater than have been their ethnocentric differences.
Shultz (1977, writes that on the most concrete level, different cultures certainly joke
about different things, and adds that there may be cross-cultural stylistic variation.
The riddle may be prevalent in some groups but nonexistent in others, at least in the
same form. In essence, as with possible gender variations in humor, it appears as
though the cognitive mechanisms of humor are the same, while there may be
variability in what is found to be amusing. Cultures which have traditionally suffered
persecution may use humor in a highly adaptive way.
One common element of humor, in a cross-cultural sense, appears to be the use of
derisive laughter in order to belittle other groups while, at the same time, enhancing
the image of ones own group. The target groups may be those that have been in
some historical competition or conflict with the joking group. Martineau (1972) finds
that such humor functions in strengthening the in-group and in demeaning the out-
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group. Those being targeted may also be sub-groups within the deriding culture.
Conversely, oppressed sub-groups often generate their own derisive levity which is
aimed at the dominant culture.
The identities of targeted groups are highly interchangeable and may be defined by
such factors as religion, race, socioeconomic class, political differences, or
geographical location. In addition, the stereotyped characteristics attributed to the
targeted group are also quite interchangeable and have usually included traits such as
sloth, uncleanness, over or under-sexuality, stupidity, avarice, and cunning (Davies,
1990). Having lived for an extensive length of time overseas, it is this writer’s
experience that this interchangeable nature of the targeted group is often of a
strikingly arbitrary nature. For example, while Poles are derided for stupidity and
uncleanness in this society, the Irish are derided in the same manner in English
society. Kurds receive similar accolades in popular Israeli culture.

Humor as Superiority or Disparagement
“In laughter we always find an unavowed intention to humiliate.”
— Henri Bergson

The notion that laughter’s essence lies in its capacity to make its user feel better
through making a disparaging comparison to someone else is not a new idea, and has
classical adherents. Disparagement or superiority humor can be succinctly defined as
laughing at another rather than laughing with another. One of the earliest examples of
this type of humor is found in Genesis, XVIII, 12: Sarah overhears an angel of God
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promise her husband, Abraham, that the elderly couple will finally have a child
together. In response, Sarah “ . .laughed to herself and said, 'After 1 am grown old\
will I have pleasure, as my husband is an old man ”’ (this writer’s translation).
Traditionally, Rabbinical commentators have explained Sarah’s laughter on several
levels -- as a marked lack of faith in God’s promise of offspring, as bitterness at
having grown old with a barren womb, or as an aspersion cast upon her elderly
husband’s reproductive and virile potential. In line 13, God sees fit to rebuke Sarah
for her laugher. God then reassures Abraham, who had overheard Sarah’s expression
of bitter mirth, that his wife’s laughter was at her own old age, and had nothing really
to do with him (Abraham).
Aristotle held that humor’s source was “ . .enjoyment of the misfortune of others
due to a momentary feeling of superiority or gratified vanity that we ourselves are not
in the predicament observed” (Allen, 1987, p. 10). Indeed, one only needs to observe
the cruel and derisive laughter and teasing that children or adolescents direct at those
who, in some way, stand apart from the accepted peer norm to appreciate to what
extend such humorous disparagement may serve to strengthen a tenuous yet allimportant sense of belonging and self-regard.
In a similar vein, Thomas Hobbs wrote that “.. .to laugh too much at the defects of
others bespeaks pusillanimity, for in doing so we attain superiority only by virtue of
the inferiority of others” (quoted by Piddington, 1963, pp. 160-161). Rene Descartes
held that those who exhibit defects themselves are particularly apt to employ derision,
due to a wish to see others fall into disgrace as well (p. 159).
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Social Functions of Superiority Humor
A more contemporary superiority humor theorist, Zillman (in McGhee &
Goldstein, 1983) points out that we seem to discriminate socially in our enjoyment of
the misfortunes of others. Setbacks are funnier when visited upon those toward
whom we harbor animosity. Personal qualities such as ineptness, ugliness, and
stupidity are more amusing when exhibited by those we dislike. In essence, the level
of mirth generated depends upon our affective disposition toward the individual or
group undergoing the misfortune as well as the individual or group actually
perpetrating the disparagement. Zillman (p. 91-92) describes his dispositional theory
of humor:
1. The more intense the negative disposition toward the disparaged, the greater the
magnitude of mirth.
2. The more intense the positive disposition toward the disparaged, the lesser the
magnitude of mirth.
3. The more intense the negative disposition toward the disparaging, the lesser the
magnitude of mirth.
4. The more intense the positive disposition toward the disparaging, the greater the
magnitude of mirth.
Lorenz (1963) states that laughing together at a common thing or event can help
form a strong social bond in a manner similar to the bond formed by common ideals
and enthusiasms. Martineau (1972) holds that laudatory humor expressed by in-
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group members serves to solidify the group; disparaging humor about the group may,
in addition, serve to control in-group behavior. Humor that is disparaging to an out¬
group may serve to increase group moral and solidity or to facilitate hostility toward
that out-group.

Adaptive Functions of Superiority Humor
While disparaging humor is essentially aggressive in nature, it may also serve to
enhance feelings of competence and positive self-image by its users (Lefcourt &
Martin, 1986). In some cases, disparagement of the other is of secondary importance
to the primary aim of seeking relief through a favorable comparison with the situation
of the less fortunate other (Holland, 1982). In this writer’s own experience, a
schizophrenic client who suffered from great self-loathing was also an avid fan of
‘The Three Stooges’. When asked why he liked them so much, the client replied,
“Because no matter how much of a screw-up / am, they always screw up much
worse”
Disparaging humor may also be directed at the self. When done in excess, this
may be indicative of low self-regard. If such exhibitions of humorous selfmortification become painful to onlookers as well, the humor’s aggressive content
may be directed at those around the individual who is indulging in the behavior.
Self-disparaging levity may also serve as a useful defense mechanism. An
individual who is capable of gently poking fun at his or her own human foibles may be
exhibiting a healthy sense of self-acceptance as well as a lack of defensiveness. In
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addition, joking about oneself can serve to defuse criticism from others by being pre
emptive, i.e., by humorously verbalizing ones own shortcomings before anyone else
has the opportunity to do so, the ‘wind is taken out of the sails’ of those who might
have had something negative to say. By telling jokes that disparage ourselves faster
and more cleverly than our detractors are able to do, we may disarm them and leave
them wordless. Ziv (1988) observes that by allowing the oppressors to discharge
hostility through laughter at our expense, we may hope to avoid more harmful
exhibitions of aggression on their part (while the efficacy of this latter rationale for
self-disparaging humor is certainly debatable, it has all too often been resorted to by
people who have had little other recourse).
As an example, traditional Jewish humor offers many instances of such ‘proactive
aggression’ in the face of persecution by the outsiders (Telushkin, 1992; Ausubel,
1975). The following story is in this vein :
In Czarist Russia of the last century, a Jewish tailor from Minsk receives a
special permit to travel on business to St. Petersburg, a city ordinarily forbidden
to Jews. While walking down a main thoroughfare, the tailor passes a policeman
on the sidewalk. Being a stranger to the ways of the big city, the tailor is
unaware of the law which dictates that Jews must step off the sidewalk and doff
their hats when in the presence of a policeman. The officer, however, quickly
notices the tailor’s omission and begins to shout. The tailor panics and bolts.
Giving chase, the officer catches up, grabs the Jew and shakes him vigorously!
“Jew! What’s the idea!? Where are you from? ”
Shaking in fear, the tailor replies,
“Why, I’m, from Minsk.”

20

And where’s your special visitor’s permit?”, demands the officer. The tailor
nervously produces the permit for the policeman’s inspection. After examining
the document, the policeman queries,
“And what about your hatV. ”
“Also from Minsk", the tailor replies.

The above story employs bitter humor to illustrate and to acknowledge an
oppressive state of affairs. In addition, fun is being poked at the timidity and naivete
often displayed by the members of the group telling the joke.
While serving to explain certain types of humorous expression, the
superiority/disparagement model fails to encompass the wide variety of the
manifestations of humor (MacHovec, 1988). Superiority places the emphasis on
aggression; humor’s benefits lie in providing the user with feelings of mastery,
superiority, and enhanced self-regard through comparison with the disparaged
individual or group. Other types of humor actually expedite empathy and draw
people together through a sense of human commonality. Laughter may be employed
to reframe adversity in ways that make the user more able to cope and to adapt.
Humor generation, as with the generation of other complex and highly varied human
behaviors, may have multiple origins and purposes.
Humor, then, is not merely an expression of power or of in-group and out-group
delineation. Examining the roles that humor plays in its inception may be useful in
gaining a fuller understanding of its complex nature.
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Case Vignette: ccWalker — The Humor of Disparagement”
I was never quite sure why Walker wanted counseling. His therapist was leaving
our Boston area clinic after completing a post-doctoral fellowship and wished to refer
this 33-year old man to me. He described Walker as bitter and angry. Walker had
been orphaned at a very young age and had grown up in various institutions and
foster homes. The client had a severe visual impairment and wore thick eyeglasses to
get around. He was of slight build, medium height, and presented a fragile physical
appearance which, according to the terminating therapist, belied an inner emotional
toughness. I had the impression that he liked Walker and was sorry to be terminating
with him after their year together.
Walker came to the clinic on SSI benefits; he had a checkered work history,
quitting job after job due to dissatisfaction with the work or, more typically, after
provoking his employer to fire him. Therapy had been centered around issues of
employment and helping the client to fit into the community in a more conventional
sense. It soon became apparent to me, however, that Walker had his own
community. He was savvy and street-smart. Hew had a reputation on the street as a
leader and seemed to guide his entourage of the homeless and disenfranchised,
serving as an informal information resource with regard to free meals and available
shelter beds. Walker would also dispense information on benefits rights to his
comrades, and seemed to be up on the latest details of how to get the most out of the
system against which he had long ago needed to adopt his adversarial life-stance.
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I came to see Walker as a survivor, though not merely in the sense of someone
who had suffered misfortune and lived to tell the tale; Walker was an operator, a
fighter, and strove with the system on his own terms. But he was not happy and
wished to continue in therapy. In retrospect, I wonder if it was really human
connection that he sought, rather than advice or coaching on how to become a
gainfully employed citizen.
To get to my office, Walker would tentatively grope his way down the poorly lit
corridor, placing his finger tips on the walls to feel where to go. During our sessions,
he typically recounted at very great length the long list of wrongs and injustices that
he had endured. His lips formed a thin smile as he recalled those occasions when he
had succeeded to retaliate, usually in some minor and self-defeating way, against
those whom he felt had wronged him. On some level, I attributed these smiles to a
sense of humor on his part.
During a treatment review that had been set up soon after I took the case. Walker
and I met with his occupational therapist, case manager, and the director of his day
program. Walker droned on about his negative job experiences and the string of
unreasonable supervisors he’d had to contend with. The others in the room seemed
to be losing their focus, and I noticed signs of boredom and frustration. No doubt
they had heard Walker’s litany of suffering on many such occasions.
As his therapist, I felt a responsibility to do or say something to bring relief to
those present. Walker was now recounting, in a dull voice, the story of his unhappy
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job experience he’d once had as an elevator operator. Sensing an opening for a joke,
I interrupted his monotone with the crack:
“Well, it certainly sounds as though that job had its ups and downs!”
Everyone in the room burst into relieved laughter at this unexpected remark —
except for Walker. He looked in my direction with a hurt and betrayed expression,
and was mostly silent and unforthcoming for the remainder of the meeting.
In retrospect, I had no real evidence to think that Walker possessed the type of
self-reflective capacity that would enable him to make light of himself; his smiles had
all coincided with tales of the discomfort of his adversaries. My ‘humorous’ remark
in the meeting was clearly meant to serve my own needs at the time, and not those of
my client. As the therapist, I had felt the onus to improve the oppressive atmosphere
at the meeting; failing to do so might have reflected negatively upon my professional
competence. Walker’s presentation and the response it elicited certainly made me feel
ineffectual. In addition, I was feeling quite frustrated with Walker and my remark
may have been an expression of aggression aimed at him.
Though I later attempted to apologize to the client, I would never know if Walker
would remember this incident as but one more in the long string of betrayals he
remembered in his life. The connection between us never became a warm one, and
Walker terminated with me shortly thereafter.
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Ethical Issues and Clinical Contraindications for Using Humor
“Actions are the first tragedy in life, word are the second. Words are perhaps
the worst. Words are merciless.”
— Oscar Wilde

Due to the harmful and counter-therapeutic potential inappropriate use of humor can
hold for clients, ethical and cautionary issues merit concern. An educated awareness
of the possible drawbacks of using levity should precede any attempt at engaging in
humor with clients.
As therapists, we are obliged to take into account each client’s unique
characteristics and needs. Similarly, serious efforts need to be made to understand
our own emotions with regard to each client, as these feelings may very well affect
the nature of our treatment interactions. We are further enjoined to make certain that
the therapeutic techniques used by us have been researched and were shown to be of
beneficial potential (Keith-Speigel & Koucher, 1985).
Kubie (1971) writes that humor has a high potential for destructiveness. The
author adds that humor is not necessarily beneficial to a client just because it amuses
the therapist. Several drawbacks to therapeutic humor are listed:
1. Humor may be used to express hostility and to wound the other. Examples
include teasing, mimicking, or otherwise laughing at a client’s expense.
Subsequent protestations on the part of the client may leave him or her open to
further abuse by the therapist such as, “Where’s your sense of humor?”, or
“You’re too thin-skinned.” Thus, an honest response becomes in itself a target
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for criticism, and the feelings expressed are deemed undesirable. This is the
antithesis of therapy. In addition, due to the therapist-client power differential,
the latter may be hesitant about voicing protest at all.
2. Humor may be used to mask hostile feelings. If one uses this defense in general, it
will be brought to use with ones clients.
3. Joviality may frighten and disturb clients, especially those who have been the butt
of much derisive humor in their past.
4. Extensive use of humor could restrict the range of the client’s emotional
responses.
5. Humor can be a defense against anxieties related to difficult or unpleasant
treatment issues.
6.

Some clients could become confused at the therapist’s use of levity, as it may be
unclear whether the therapist is being serious or not.

7. If clients fail to see the humor in a particular situation, they may resent the
therapist who does.
8. When a client typically uses humor in a self-derisive manner to extreme, the
therapist who laughs along may add to the client’s hurt.
9. Use of levity violates the ‘analytic incognito’ ideal which is necessary to protect
clients from therapist frailties by separating social from professional roles.
Pierce (1994) concurs that the use of humor by a client and a colluding therapist to
draw attention away from difficult treatment issues represents a lost therapeutic
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opportunity. The author adds that therapist levity may also serve a narcissistic need
to be liked and admired by the client.
It is difficult to discount these cautions about misuse or abuse of humor by the
therapist; the pitfalls described are quite real. Humor does contain the potential for
inflicting hurt. Its injudicious application may, at best, cause a distraction from the
sometimes difficult work of counseling. Kubie (1971), however, would relegate the
use of humor only to master therapists who would utilize it in a small number of
peripheral situations. Thus, he neglects the great potential humor holds for
facilitating much of the core work of therapy and for actually broadening a client’s
range of emotional responses and ability for cognitive restructuring. Laughter can be
a healing emotional experience. It can provide a vehicle for both self-observation and
enhanced coping. Not all affective interplay between client and therapist is
necessarily harmful and worthy of being shunned.

Case Vignette: “Robert — The Humor of Empathy”
Robert, a man in his late twenties, was a resident at our community halfway house
for psychiatric patients. Robert carried the diagnosis of Paranoid Schizophrenic,
though some treators felt he may have been Schizoid or Schizotypal. Everyone could
agree, however, that Robert behaved in a very distant and reclusive manner, and
appeared suspicious of those around him. He exhibited little emotion and stayed in
his room for most of the time, avoiding he other residents and staff of the house. He
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shunned the group activities we scheduled, and seemed to emerge from his room only
to take his meals after everyone else had finished eating.
As the evening manager, I was required to spend alternate weekends at the
residence, and slept in the staff bedroom next to the office. On Saturday mornings,
after an early breakfast, I made it a habit to sit in the lounge and watch television,
greeting the residents as they came down from their rooms. On these mornings,
Robert would emerge from his room and gravitate to the television. On one such
morning, he made a rare verbal request and asked if he could watch The Three
Stooges. I was happy to agree, as it seemed an opportunity to spend time in Robert’s
proximity.
Although few words were spoken between Robert and me, our Saturday mornings
with The Three Stooges became somewhat of a tradition over the ensuing months. I
enjoyed laughing with him at segments we both found funny. It was a delight to see
the blandness fall from his face to be replaced by animated expressions of laughter and
enjoyment. I began to look forward to these times, though I was careful not to
violate his boundaries by acting overly familiar.
From his family history, I knew that Robert felt rejected and disapproved of by his
father, who never seemed to make time to visit or to take him out on drives in the car.
So, it was not a total surprise when, while watching the Stooges, he became
particularly amused at the following comic routine:
Moe:

“Young man, if I gave you a dollar, and your father gave you a dollar, how

many dollars would you have?'
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Curley:

“One dollar .”

Moe:

“You don ’t blow your arithmetic!”

Curley:

“You don V blow my father!”

I wondered if there might be an opening there to talk with Robert about his father,
but hesitated to pursue this at the time for fear of scaring his off. However, on
subsequent Saturdays I would greet him by asking Moe’s dollar question, and Robert
would perform the dialog with me (eventually, as he was able to talk about his
feelings more with me, the dollar question would often serve as a useful segue into
such discussions).
On one Saturday morning we had just viewed a particularly funny Stooges
episode. As our laughter subsided, I decided to take a risk and ask Robert what he
liked best about the Stooges. He replied,
“Because no matter how bad screw up I am, the Stooges always screw up worse,
so it doesn’t seem as bad.”
Not long after, Robert was assigned a roommate. Nineteen-year old Frank was
loud and boisterous. We were concerned over the effects of such an unlikely match,
but there was not other vacancy in the residence at the time. Oddly enough, the two
seemed to get along for the most part.
During my next shift at the residence, Robert knocked hesitantly on the office door
and asked to speak with me. Appearing tense and perturbed, he said,
“You know. Frank’s not a bad kid, but he’s so noisy and everything. And I think
he’s some kind of sex maniac.”
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ccWhy do you think that”, I asked with some consternation.
“Because he’s always asking to look at my dirty magazines.”
I could only stare at him for a moment. I was stunned and surprised at the
unexpected irony of his statement, which he obviously did not appreciate. I then
began to laugh. Robert became momentarily confused and gaped at me with
incomprehension. I then saw a look for understanding slowly come over his face, and
he burst into laughter as well. We chuckled for some moments, and Robert wiped his
eyes and said,
“Yeah, I guess maybe I am sort of a pervert.”
This became an opening into a discussion about Robert’s collection of Playboy
magazines, his loneliness, his never having had a girlfriend, and his ideas about what
such a relationship would be like. These were issues that he and I were later able to
talk about on numerous occasions. We developed a good working rapport, and I was
assigned as his case manager.
Over a period of several months, an empathetic tie was established between myself
and this lonely, fearful man. I believe that this was not merely due to our close
physical proximity during TV viewing in the lounge. Robert had been compelled to
spend time in the proximity of others by various treatment protocols, and was
generally viewed as someone incapable of forming personal ties due to his level of
paranoia or psychosis. Rather, I feel it was a low-key and patient interest in the
client, our shared affinity for The Three Stooges, and the consistent, predictable
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experience of laughing together over time that made it possible for me to connect
with him to the extent I was able to.
It was gratifying that Robert could eventually discern the ironic incongruity
between his complaint about his new roommate being a “sex maniac” and also
pestering him to look at Robert’s dirty magazines. It was even more gratifying that
Robert found this funny. Poland (1971) has written that therapeutic humor effects an
ego split which allows the client to join simultaneously with the therapist in observing
the treatment process. Robert was able to laugh at his own expense in a way I would
not have thought possible given the general belief about his fragile and psychotic ego
state. This, to me, was an indication that he possessed greater inner resources in
terms of being able to self-observe, than had previously been thought. My subsequent
work with him was based upon that assumption.
Our shared levity around the “sex maniac” issue served to detoxify a very sensitive
issue. We could then move on to talk about Robert’s feelings of loneliness,
inadequacy, and his conviction that he was basically unfit for ever having a
relationship with a woman. Humor aided in reducing some of the inherent shame and
anxiety tied up in such a deeply felt subject. It served to reframe the issue as being
somehow laughable for just long enough to permit the beginning of therapeutic
discourse. Similarly, the Stooges’ “You don’t know my father!” routine enabled
Robert to communicate his feelings of being neglected and abandoned. Humor aided
Robert in being therapeutically witnessed in a way that was ultimately helpful to him.
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Humor and Therapeutic Orientation
Humor is not a treatment modality in its own right. There is no discreet ‘humor
therapy’ offered by its advocates that occurs in the absence of the various indicators
of disturbance, treatment process and criteria for therapeutic success that are
described by the differing schools of therapy. Yet, practitioners of various
orientations have found humorous techniques and interventions quite applicable to
their own models of counseling, indicating that levity may indeed be a common
denominator among different schools of thought.
Carkhufif (1969) and Carkhufif and Berenson (1967) list eleven personal traits that
therapists have found to be conducive to successful treatment — respect, empathy,
concreteness, confrontation, genuineness, warmth, self-disclosure, interpersonal
patience, articulate use of language, ethical/legal responsibilities, and humor. The
quality of humor, one might add, could indeed be present across many of these traits;
expressions by the therapist of warmth, empathy, genuineness, and even of
confrontation are all fertile areas for appropriate and well-timed levity.
Rogers (1959, 1958, 1957) writes that a desirable change in a client’s personality
structure would entail greater integration, which would in turn, make available more
energy for effective, mature living. The author also writes that a common element,
necessary across all psychotherapeutic orientations, is the ability to understand the
client’s communications in terms of the meaning these have for that person. This type
of understanding would necessarily requite a empathic connection on the part of the
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therapist. Empathetic humor can be an important vehicle for such communication and
for the sharing of common human feelings.
Maslow (1968) also writes of personality integration as a desirable therapeutic
outcome. The author notes that integration of our two-fold nature, of creatureliness
and god-likeness, while dichotomized in Western thought, is necessary for
psychological health. Maslow further states, “But we already know something of
these integration techniques -- of insight, of intellect in the broader sense, of love, of
creativeness, of humor..(p. 11).
Frankl (1973/1946) writes, “The doctor’s artistic intuition and sensitivity is of
considerable importance.. .if a doctor treats two cases of neurasthenia by the same
technique, he will unquestionably be treating one case wrongly” (p. 280). A sensitive
attunement to the uniqueness of each client is a prerequisite for effective treatment —
as well as for the successful application of levity. We need to have a certain
understanding of a person in order to know what will make him or her amused.
Whether to use humor, deciding on the type of humor to use, as well as how and
when to introduce it into the counseling process, are all hallmarks of an empathic
connection to the client -- of an insight into that person that permits the treator to
know which particular technique stands a chance of being helpful.
Salameh (1993, p. xix-xxxiii) writes that, across all treatment orientations, humor
can be both a teaching and integrative tool. “Humor creates a therapeutic atmosphere
that includes both assertiveness and compassion...it catalyses the move from the
remote glacial confines of rigidity and distancing into a more livable and warm human
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environment where we can meet the patient on the ground of vivacity and freshness”.
Addressing the traditional concerns of transference and countertransference, the
author adds, “ . .the therapist is a pulsating presence who can use himself or herself in
a more conducive manner than was traditionally advocated”.

Case Vignette: ccLee -- Using Humor to Lessen the Distance””
Lee, a fifteen-year old adolescent male, had been brought in for an intake session
by his mother. Marge. Lee lived with his mother and younger brother, 12-year old
Dwayne. Lee’s father Bill, Marge’s ex-husband of four years, lived in a neighboring
town and saw the two boys on alternate weekends. There was little civil discourse
between Marge and Bill, though he was generally conscientious about fulfilling his
financial, if not emotional, obligations to his two sons.
Lee was getting in trouble scholastically, having received poor marks and a shaky
attendance record over the last grade period at his school. In addition. Marge did not
like the friends her son associated with, and felt he should display more conventional
interests such as sports and joining clubs. Lee was becoming less and less
communicative with her, and had begun to spend increasing amounts of time in his
room playing Nintendo. Marge wanted Lee seen by a counselor in order to “get it
out of him”.
In spite of the fact that she and I had spoken at length over the telephone about
her concerns for Lee, Marge wanted to join Lee and myself for the beginning of our
initial session. As they entered the office, Lee sat in the opposite comer of the room
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from his mother. He slouched in his chair, placed his hands in his pockets and
adopted a bored and defiant expression, answering in short grunts and shrugs of his
shoulders to my asking how he was. I was reminded of the late actor James Dean,
and felt the only thing lacking in the resemblance with regard to Lee was a pack of
cigarettes rolled up seditiously in the sleeve of his tee-shirt.
Marge more than filled the silences by holding forth about her concerns for Lee.
She mostly repeated what she had earlier told me over the telephone. To this,
however, she added the news that she had taken Lee to the doctor the day before, and
had not at all been pleased at the physician’s response to her worries. Marge told the
doctor that she strongly suspected that Lee was smoking cigarettes, and wanted him
to tell Lee how bad this was for his health. Marge turned to me and said in
indignation,
“It was a simple enough request. But instead the doctor asked Lee if he was using
condomsV’
The more Marge spoke, the lower Lee seemed to slouch in his chair. Finally, I
was able to guide her out of the office by assuring her that I would take her concerns
quite seriously.
In my first moment alone with Lee, he continued to slouch down with his hands in
his pockets, and avoided eye-contact with me. I was at a loss as to how to proceed.
I might usually ask an adolescent if he or she would like to tell me their side of the
story, but in this case I feared a rebuff. Lee’s facial expression appeared to be not so
much one of hurt or overt anger but rather of grim defiance.
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Lee’s demeanor remained the same during the moment of quiet that ensued. I
then cleared my throat, looked at Lee and said in a contemplative voice,
“Condoms, huh? Well, I guess that the doctor thinks that if you’re smoking at one
end, you must be smoking at the other end, too.”
It took a few seconds for Lee to digest this. He glanced up at me in a surprised,
open-mouthed manner. A pencil-thin smile then appeared on his mouth, which was
followed by a barely audible chuckle. I could then listen to him complain that his
mother “didn’t have a clue” as to what was going on, that he couldn’t talk to her, and
that his life would be better if she would just leave him alone.
I, of course, did not automatically accept Lee’s self-prescription for a happy life.
Hearing him vent his feelings, though, was far preferable to the long and surly silence
that might have followed the first part of the session. I feel it was the unexpected and
out of line quip about smoking at both ends that enabled us to get beyond the
immense initial resistance on that first meeting. Humor quickly reduced some of the
distance that was inherent in that awkward situation. The levity implied a potential
alliance by showing Lee his mother’s complaints need not be taken as the objective
truth right off the bat; this left room for Lee to voice his own understanding of his
situation (ill-conceived though it might turn out to be). In addition, I had hoped that
joking about the sexual aspect of the visit to the doctor might serve to reduce the
shame and embarrassment, and so make it a topic that could eventually be discussed.
In essence, aside from attempting to expedite the treatment connection with this
adolescent, I also wished to somewhat modify Lee’s initial countertransference
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toward me as just another parental figure on his case. Showing Lee that I could joke
around, without being condescending or trying to butter him up, contributed to this
goal.

Humor as a Response to Inner Drives
The Psychoanalytic View of Humor's Roles
“Show me a man who knows what’s funny, and I’ll show you a man who
knows what isn’t.”
— Sigmund Freud

Upon hearing his colleague Fleiss comment that dreams were full of jokes, Freud
became interested in what he viewed as the unconscious aspects of humor. The
elements of dreamwork such as condensation, displacement, and indirect
representation are also present in jokes. Like dreams, jokes can be brief, symbolic,
have multiple meanings, and touch upon different psychic levels simultaneously.
Jokes, then, contain dynamic and economic factors as well s compressions of psychic
conflicts and issues. An individual’s favorite jokes, then, may reveal much about his
or her conflicts and ego-functions (Freud, 1916).
Ascribing to the mechanistic Spencerian notion of laughter as the reduction of
built-up tension, Freud also theorized that all forms of mirthful expression represent a
saving, or economizing, of psychic eneregy. As the level of such energy reaches an
excess of that needed for normal functioning or that feels tolerable to the individual,
laughter may serve to dissipate this surplus (Freud, 1916). Three different kinds of
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psychic energy were associated with specific types of humorous experience. These
humorous experiences serve to transform their corresponding types of psychic energy
into laughter:
Inhibitory energy is associated with jokes, or wit. This category of levity is an
expression of unconscious sexual and aggressive impulses that would otherwise be
repressed (Freud, 1905). ‘Wit’ is caustic and biting. The release of libidinous energy
through mirth is what gives jokes their pleasurable quality. Laughter, in this instance,
represents a release of redundant inhibitory energy and is congruent with the
disparagement/superiority model of humor. Wit can be quite polished and artful,
while at the same time cutting and hostile. Grotjahn (1970) writes that if humor is
congruent with suffering, wit is congruent with aggression: “The wit is not a
dangerous man, as every woman knows., because he is not loving enough to make
love, not aggressive enough to rape. He sits back and laughs” (p. 175). Humor,
according to Grotjahn, is quite the opposite of sadism, and shows a sad acceptance of
life and its ultimate end.
Mental or ideational energy is transformed into laughter through the comic
expression of mirth. This type encompasses the nonverbal sources of laughter, such
as the antics of circus clowns and the slapstick. While viewing such graphic,
nonverbal presentations, the individual mobilizes ideational, or mental energy in
anticipation of what is expected to occur. When the expected does not occur, the
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ideational energy immediately becomes redundant and is dissipated in the form of
laughter. These ‘comic’ situations also lend themselves to the release of libidinal
energy.
Emotional or affective energy is released through humor. In circumstances where
the individual would experience negative emotions such as sadness or fear, the
perception of some humorous aspect of the situation provides enough of an altered
perspective so as to allow a degree of avoidance of the painful affect. Energy that
would have been associated with negative affect is instead released as laughter. It is
important to note that avoidance of negative affect in this latter case of humor is not
the same as denial or repression. The aversive situation or stressor is consciously
acknowledged, and through humor is reffamed in such a manner that permits
dissipation of redundant emotional energy through amusement. Humor, then, is a
higher psychic defense: “Humor can now be conceived as the loftiest variant of this
defense activity. It disdains to withdraw from conscious attention the ideas which are
connected with the painful affect, as repression does, and thus it overcomes the
defense automatism” (Freud, 1916, p. 380).
In his hierarchical grouping of eighteen ego-defenses rated according to mature
adaptability, Vaillant (1977) lists humor in the highest category along with the other
mature mechanisms of sublimation, altruism, suppression, and anticipation.
According to the author, the maturity and adaptive quality of an ego-defense can be
evaluated by whether it is used in a flexible manner, is motivated more by present and
future reality than by past needs, does not severely distort the present circumstances.
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limits rather than distorts gratification, and channels rather than blocks feelings and
emotions. In addition, humor may never be applied without some form of observing
ego, and is thus differentiated from primitive defenses such as denial and projection.
Humor allows one to both bear and to focus upon life’s harsh occurrences. As a
mature adaptive mechanism, humor integrates the sometimes conflicting governors of
human behavior; conscience, instincts, reality, and interpersonal relations (p. 85).
A good example of such adaptive humor, i.e., that which both consciously
acknowledges negative affect while providing relief through amusement, follows. It is
a joke that was told among Jews in Nazi Germany:
A Jewish man goes to a travel agency in order to purchase a ticket out of the
Reich. While standing next to a large globe of the earth, the travel agent points
out to his customer that, regrettably, one country after another either does not
admit Jews or has already fulfilled its Jewish quota. The agent then asks the
would-be traveler if there is anything else he can do for him. In desperation, the
Jewish man replies,
“Maybe you could show me another globeV

Developmental Aspects of Humor in Psychoanalytic Thought
Kris (1938) placed emphasis upon the function of the inner drive for mastery in the
humor of children. The preliminary condition of control over any function was a
necessary condition for humor appreciation, i.e., an absurd gesture is funny to the
child only after the child has mastered that gesture. Wolfstein (1954) agreed that
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humor may aid children in coping and adapting to new challenges and situations;
humorous play facilitates the child’s achievement of intellectual mastery over the
environment. Bergler (1957) wrote that children, as they come to realize that they are
not the center of the world, externalize their inner fears of rejection and adult
aggression into crying behavior. Children’s laughter, however, is an expression of
enjoyment of the subsequent attention and comfort provided them by adults.
Addressing the question of children’s early smiling, Grotjahn (1956) wrote that
such behavior is related to the perception of control over early bodily movements and
functions. Children’s’ enjoyment of telling and repeating silly jokes, between ages 4
to 8, illustrates a developing perception of mastery which coincides with growing
cognitive and language abilities. The author also proposed the following four
personality types associated with preferred humor style:
The Kidder. Levity is used aggressively as a way of identification with the aggressive
male parent. This results in the relief of anxiety associated with rage and guilt at such
emotions.
The Practical Joker. This is cruel, aggressive behavior under the guise of joking, and
generally serves to cleverly preclude the negative repercussions that more open and
blatant aggression would elicit.
The Wit: Levity is used as a barb. Such use characterizes persons possessing more
developed verbal skills than do the previous two type.
The Clown. Self-deprecating humor is used as a means of attacking the oppressive
father figure.
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Fisher and Fisher (1983) have broadened the discussion of personality types to
include The Comic, while comics flaunt their irreverence, their comedy may be a
means toward negating the tragic, as they fulfill a need to play a soothing role for
their audiences, as well as themselves.
The above theories of humor development and typology limit themselves to
aggressive, defensive, and retributory drives that are aroused within the individual.
The idea of mastery is addressed, but such enhanced competencies are largely equated
with control. While there may be truth in these descriptions, they are but a one¬
dimensional approach to the multifaceted nature of humor generation and serves to
highlight the psychoanalytic source of prejudice against utilizing humor
therapeutically.
Among the dissenting psychodynamic voices, Eastman (1936) held that the playful
state of mind expressed through humor actually serves to reconnect us with the free,
playful attitude of childhood. Such a revisiting of an earlier way of being can be a
resource for resiliency. Similarly, Mindess (1971) wrote that humor serves to
disinhibit and to liberate its users from such oppressive conditions as overseriousness, egoism, and inferiority.
Apter and Smith (in Chapman & Foot, 1977, pp. 95-100) also differ from the
traditional psychoanalytic view of humor as merely arousal reduction, and offer a
reversal theory of arousal and humor. According to the authors, individuals are, at
any given time, in one of two metamotivational states: The telic state finds us goaloriented and serious-minded. Arousal is experienced as unpleasant as it interferes
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with the attainment of particular goals. In the paratelic state, people are focused
upon ongoing activity rather than on its ultimate goal, and thus have the flexibility and
capacity to become more playful in the moment. Arousal is felt as pleasurable, since
it enhances the experience of the present activity. Humor, then, is an increase in
arousal and represents a reversal from the telic to the paratelic state.
Psychodynamic approaches to humor generation went beyond traditional
superiority/disparagement theories by delineating clear parameters of humor etiology
and development. The rationale behind different styles of humor was tied to the
developing needs and desires of the individual. In addition, humor was also seen for
the first time as an adaptive ego function. Humor served to discharge excess psychic
energy associated with an aversive experience and facilitated a capacity to deal with
the humorously refrained situation consciously , thus precluding the need to relegate
it to repression, denial, or dissociation. Psychic energy theories of humor present us
with the idea that a humorous response in the face of a stressor can either reduce the
physiological arousal, which is often experienced as detrimental, or can alter the
perception of the stressor in such a manner that the arousal is not experienced as
aversive and threatening (Lefcourt & Martin, 1986).
For the most part, needs and desires as viewed by analytic theory center around
instinctual and adaptive drives for power, aggression, and control. The inner needs
and motivations of the individual, however, may be far more diverse and
multidimensional. As Frankl (1984) so touchingly writes in his description of life in
the concentration camps, inmates deprived of the basic biological needs of safety and
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sustenance did not all degenerate into animal-like behavior that suborned compassion
for others and human dignity to the issue of their own physical survival.

Psychoanalytic Views on Humor in Treatment
“There was a young man from Toledo
Who traveled around incognito.
The reason he did
Was to bolster his Id
While appeasing his savage Libido.”
— Anonymous

Freud’s left his psychoanalytic successors with a dichotomous view of humor, i.e.,
both as an unconscious mechanism for the discharge of aggressive and libidinous
energy as well as a lofty example of mature ego-functioning (O’Connell, 1976).
Freud appreciated the adaptive gifts that truly humorous people have for enhancing
their adjustment to stress and conflict. He also valued the information that a patient’s
humor could provide the analyst, but had not described a model for reciprocal levity
between therapist and client.
The idea that humor can be a positive facet of psychodynamic treatment has found
adherents over time. Addressing the conscious ego-fimction of levity, Poland (1971)
writes that mature adults have the capacity for using humor to acknowledge urges,
frustrations, hopes, and disappointments in such a way that.. .”bittemess is tamed but
not denied” (p. 4). The author writes that a therapist’s use of integrative,
spontaneous, and appropriate humor may indicate a high level of therapeutic alliance
and may serve to inform the analyst about the state of a patient’s observing ego.
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Greenwald (1975) states that humor, when used as a mirroring tool, can aid in
splitting the observing ego from the active ego, which is necessary in aiding the
patient achieve insight. Loewald (1976) writes that humor’s function as a channel for
libidinal and aggressive drives can facilitate integration and sublimation instead of
repression. Lederman (1988) writes that humor which is used in encouraging the
productive use of pleasure serves to expedite a central goal of the therapeutic
process.
In addressing the similarities between dreamwork and the nature of jokes, Korb
(1988) states, “.. .if dreams are the royal road to the unconscious, humor is the banter
through which we flirt with nuances of the unconscious” (p. 47). She writes that the
ideal of a neutral, austere, yet benign therapeutic stance devoid of personality
elements is, in reality, unattainable; therapeutic humor can augment the treatment
process. According to Kennedy (1991), the first appearance of a patient’s humor is a
sign of hopefulness for that individual. Humor, in addition, can improve control over
expressions of emotion, recast negative self-perceptions, and enrich the texture of
communication.

“You grow up the day you have your first real laugh -- at yourself.”
— Ethel Barrymore

The ability to laugh at oneself has been viewed as a hallmark of a healthy
observing ego by certain psychodynamic writers. The observing ego gains in strength
by the patient’s enjoyment of exercising the mental processes associated with humor
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(Kennedy, 1991). Bloomfield (1980) writes that an individual’s ability to laugh at
oneself indicates a recognition of inner contradictions; this implies an ability to stand
apart and engage in self-observation.
Self-deprecating humor may allow the patient comic relief from a harsh superego.
Kennedy (1991) states, “Even if the patient can use humor as a defense against
disturbing thoughts or feelings, this is less problematic than the aridity which exists
when the patient is humorless” (p. 236). In a similar vein, MacHovec (1991) supports
the use of humor to test insight and to gauge progress in treatment. The author also
advocates humor in assessing mental status, as lack of a humorous response may
indicate depression.
Keller (1984) writes, “Humor relaxes. It discerns the presence of mind to enjoy
the moment and penetrates the ambiguous feelings our compulsivity hides, and
enhances personal courage” (p. 97). A mark of maturity is the ability to tolerate the
ambiguous; mature humor revels in ambiguity. The capacity to reflect and to observe
implies an ability to entertain concurrent ambiguities and contradictions, to step
outside the stream of events and to contemplate the passing flow. The observing ego
— or the reflective level of orientations -- can well lead to the appreciation of irony
or absurdity. Once this is achieved, the possibility of transcending the moment
becomes more real.
Grotjahn (1970) writes that the therapist’s use of levity is a sign of emotional
freedom and maturity which can serve as a positive identification for the client.
Humor also allows people to say things they might otherwise not have said, and this
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affords the therapist timely access to additional material. The use of humor to make
interpretations may serve to break through resistances. The author adds that humor
can be diagnostic as well. Grossman (1977) agrees that humor holds diagnostic
potential. A patient’s favorite jokes can serve as a projective technique with the
potential to expose central problems areas, dynamic conflicts, or salient personality
characteristics. Jokes are sometimes used to express forbidden pleasure-seeking
fantasies. “The disguise of a joke must go far enough to avoid guilt, but it must not
go far enough to lose gratification of the impulse” (p. 149). In addition, a client’s
favorite jokes are far more accessible to the conscious than are his or her dreams.
In retrospect, it is thus possible to state that, in some psychoanalytic circles there
has been a slow movement away from holding any appearance of in-session levity as
an indirect expression of unconscious aggressive or sexual drives. As the point of
analysis was to bring the unconscious into the conscious, therapeutic levity was not
seen to have much purpose. The jokes and humorous behavior exhibited by the
patient, however, were eventually seen as having some diagnostic value; the
underlying character structure, developmental stage, defenses, and inner conflicts
could be revealed through what the patient found amusing. Thus, while humor was
acknowledged to have some evaluative value in the analytic process, the therapist still
maintained a passive, observing role with regard to the expression of levity in the
treatment session.
More recent practitioners of psychodynamic therapy have come to view reciprocal
engagement in humor with patients as a way to more quickly gain access to
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unconscious material as well as a technique for facilitating the development of a
mirroring, observing ego for the patient. Humor has also been increasingly perceived
as a way of enhancing spontaneity in treatment, which is congruent with the more
recent perception of the therapist as an active modeller of mature attitudes and
behaviors, rather than only as a passive observer.

Incongruity: The Cognitive Views of Humor
In essence, theories of incongruity hold that the basic mechanics of humor involve
the sudden and unexpected bringing together of two disparate ideas or perceptions.
In contrast to psychodynamic views on humor generation, incongruity theory
proposes the creation of humor in the absence of sexual and aggressive inner drives,
i.e., that these drives are irrelevant to humor generation. In addition, humor
generation may serve to enhance cognitive-linguistic development. Emanuel Kant,
perhaps the first incongruity humor theorist, wrote, “The cause of laughter in every
case is simply the sudden perception of the incongruity between a concept and the
real objects which have been thought through it in some relation, and laughter itself is
just the expression of this incongruity” (quoted in Piddington, 1963, p. 172).
An historical example of humor that employed marked incongruity and surprise is
related about the 14th century naval battle of Sluys. The French, having been
decisively routed by the English armada, attempted to escape the victors by jumping
overboard and swimming to shore. No one among the French courtiers relished the
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task of giving the terrible news to their king, Philip VI. Finally, the court jester was
pushed forward, and said,
“Oh, the cowardly English, the cowardly English'”
On being asked why, he replied to his king, “They did not jump
overboard like our brave Frenchmen!” (Tuchman, 1978, p. 71).

McGhee (1979) agrees that some element of surprise, the unexpected, or the
inappropriate is always present in humor perception. Since a comparison is always
made between what is expected and what is actually encountered, incongruity is a
necessary, though not sufficient prerequisite for amusement. Nerhardt (1976) writes
that while incongruity is a necessary condition for humor, emotional, motivational,
and cognitive states may influence whether a stimulus is perceived as funny.

Developmental Aspects of Incongruity Theory
Shultz (1976) has separated humor into two components; the discovery and the
resolution of incongruity. Developmental^, children under the age of seven do not
resolve incongruity in perceiving humor, but rather tend to appreciate incongruity in a
pure form. Thus, incongruity is funny because it does not make sense or is surprising,
and not because it makes sense in some unexpected manner. For a example, a small
child, upon seeing his or her dog sneeze for the first time, might find this funny
because the sneeze was both unexpected and incongruous with the child’s previous
experience of the dog as an entity that had never exhibited sneezing. Thus, the
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incongruity in this case was discovered and not resolved. Pien and Rothbart (1976),
however, write that children of four or five years are capable of appreciating
incongruity resolution if the stimulus is simplified using basic visual incongruities.
Rothbart (1976) sought to identify the situational conditions which serve to
differentiate laughter in children from distress in response to incongruous stimuli, and
concluded that incongruities which are perceived as humorous are not interpreted as
problems to be solved, are not perceived as representing danger, and are not seen as a
serious challenge to the child’s understanding of the environment. McGhee (1979)
holds that a child’s perception of incongruity could lead to any one of at least three
reactions: 1) anxiety or fear, 2) interest or curiosity, or 3) humor or amusement.
While Berlyne (1972) wrote that as humor occurs in the solitary individual, its
social significance cannot be of prime importance, McGhee (1979) proposes a fourstage model of humor development in which the social aspect is of great relevance,
and where

.. laughter reflects the pleasure derived from creating in fantasy play a set

of conditions known to be at odds with reality” (p. 67):
•

Stage 1. Incongruous actions toward objects. During the child’s second year,
humor is first experienced through play with objects. At about two years, the
child is capable of not only representing objects with an internal image, but also of
assimilating objects into a schema that does not exactly match those objects. This
results in an incongruous juxtaposition of object, image, and action, which the
child apparently finds funny. For therapeutic humor techniques example, a child
picks up a seashell, holds it to his or her ear, and speaks as though using a
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telephone. There seems to be an awareness of the inappropriateness of the action
with regard to the physical object. Pleasurable or appreciative responses, mainly
by parents at this stage, serve to encourage the production of humor.
•

Stage 2: Incongruous labeling of objects and events. As Piaget (1962)
observed, children either identify one object as another or identify their own body
as another person or thing. In contrast with the first stage, children may now
exhibit an absence of physical action toward the objects. The verbal statement
appears to suffice in the creation of incongruity and apparent amusement. This
may herald the capacity for increased abstraction in the child’s humor. In
addition, the use of verbal labels which are understood by adults and other
children, marks the enhancement of social influence upon the production and
enjoyment of joking.

•

Stage 3: Conceptual incongruity. At around three years, the child begins to
understand that words refer to classes of events or objects having certain key
defining characteristics, yet differing in less essential ways. Humor now occurs
when one or more facets of such a concept are violated.. For example, a child
may become amused at seeing a dog wearing a hat. The child has already
conceptualized a category of objects called ‘dog’, and knows they do not wear
hats. Thus, while humor was previously a yes or no proposition depending on
whether the object was wrongly identified, varying degrees of incongruity can
now be perceived. The larger the number of characteristics of the object that are
distorted, the greater the overall incongruity (though not necessarily the greater
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the amusement). If too great a number of characteristics are distorted, the child
may no longer be able to recognize the object, and amusement is no longer
produced. In this stage, language development continues to play an increasing
role.
•

Stage 4: Multiple meanings, or the first step toward adult humor . At about age
six or seven, the child begins to realize that meanings of words can be ambiguous.
This is analogous to puns as a humor form. The child now realizes that a
particular word has two meanings, and understands the circumstances in which
one meaning would be more appropriate than the other. The less appropriate
meaning, when applied to the present situation, creates incongruity and stimulates
amusement.
As with theories based upon disparagement/superiority or psychodynamic factors,

incongruity theory adds to our understanding of humor. The concurrent perception
of sudden incongruous stimuli certainly underlies much of what we understand as
humor generation, and is found in various forms of levity such as jokes, puns,
slapstick, paradox, etc. Yet, when taken in isolation from theories which attempt to
describe the inner drives, needs, motivations, as well as the interactional and historical
contexts of human experience, incongruity alone may fail to reflect the intricate and
global nature of the sources and manifestations of humor.
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Humor in Cognitive-Behavior Therapy
Ventis (1987) concedes that research into the use of levity in behavioral therapy is
all but non-existent. This, the author concludes, may be due to humor’s complex
nature, which does not lend itself to clearly observable and quantifiable measures.
Noting that clients perceived fear-laden situations as less threatening after humor had
been inadvertently introduced into the therapy sessions, Ventis presents guidelines for
the pairing of negatively perceived stimuli with humor:
•

Systematic Desensitization: Humor is included in the hierarchy of scenes which
arouse negative feelings in the client. Inclusion of humor is either consistent or on
an unpredictable schedule, and is meant to offer an amusing perspective on the
stimulus.

•

Assertiveness Training. Clients typical fear the consequences of being assertive.
The creation of humorous aspects of assertive behavior through role play often
aids in reducing such fear. The humorous technique of exaggerating possible
aversive results of the client’s assertive behavior are often effective. Role-playing
may also take the form of‘situation comedy’ which makes light of the stressful
social situation in its inception.

•

Modeling. The therapist models the desired behaviors while using humor, which
helps instruct the client in the constructive and practical uses of levity.

•

Reinforcement. Client-initiated humor is reinforced by the therapist. When a
client is able to make jokes about awkward or painful issues, such humor may
represent meaningful changes in their self-perception.
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Prerost (1983) advocates the use of humorous imagery to reffame stressors;
absurdity, incongruity, and exaggeration are then used to change and detoxify clients’
subsequent reactions to these stressors. Greenwald (1987) strives to create a
humorous atmosphere from the initial therapy session on. Clients often return to
report having experienced more humorous situations over the week following the
session. The author enters each session determined to find some reason for
constructive levity. The expectation of finding humor leads to an increased humor
experience on the part of the clients outside the session. With obsessive-compulsive
clients, Greenwald (p. 45) attempts to illustrate the absurdity of their behaviors. As
awareness of absurdity takes hold, the distressing behaviors decrease.
Reisner (1990), in treating the panic symptoms related to a client’s self-soiling
behavior, aided the client in seeing humor in his malady. This, along with a cognitivebehavior intervention aimed at reducing the soiling behavior, contributed to a gradual
extinction of the self-soiling.
Salameh (1987) writes that therapeutic humor infuses liveliness into the counseling
process, as

. .what tastes bland to the unconscious does not sink in, whereas

flavorful and crisply succinct forms of communication tend to be easily assimilated”
(p. 201). Therapeutic humor offers a healthy humorous perspective in clients, and
may provide attitudinal healing for them. The author uses a five-point therapeutic
humor rating scale to define therapist levity within a cognitive framework:
1. Destructive Humor. The therapist uses sarcastic and vindictive humor as a means
of venting their own anger or frustration. Such humor entails direct insults and
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put-downs. Clients subsequently feel hurt and mistrustful. Such destructive and
retaliatory humor acts to impede a client’s process of self-exploration.
2. Harmful Humor. The humor used by the therapist is, at best, irrelevant to the
client’s needs and may become abusive at times, though it lacks the blatant,
unsubtle disrespect of the previous level. Such humor is unable to support the
process of therapy because it is thoughtless and indiscriminate.
3. Minimally Helpful Humor Response: The therapist reflects the client’s dilemmas
in a concerned yet humorous manner, thus promoting positive interaction.
Essentially, this humor is primarily reactive to the client and not therapist-initiated.
Such humor does not question the essential worth of the person and is in synch
with his or her needs.
4.

Very Helpful Humor Response: The therapist’s humor is closely attuned to the
needs and feelings of the client, and helps to identify new options. While therapist
levity may gently expose or amplify a client’s maladaptive behaviors, it also
conveys respect while, at the same time, encourages self-exploration.

5. Outstandingly Helpful Humor Response: The therapist’s humor communicates a
deep respect for the client, exhibits spontaneity, excellent timing, and challenges
clients to move outside themselves to live life to the fullest potential. This type of
therapeutic humor is also used to facilitate cognitive restructuring. An example
given by the author is that of a treatment group member who manipulatively
repeats to the group his long history of failings at achieving honest
nonmanipulative communications with others. The other group members do not
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buy his ‘authentic’ soul-baring. Finally, the therapist comments, “ You know,
your situation reminds me of a corrida scene with the bull and toreador. We don’t
know whether you’re the bull for whose slaughter we should feel sorry or the
toreador whose courage we ought to admire.” Another group member: “But
he’s really not the bull; he sets other people up as being bulls.” Patient, laughing.
“So I end up being the toreador. I give my coup de grace and demand my “Ole!”
(pp. 208-209).
Following are some of the therapeutic humor techniques the author describes (pp.
213-214):
•

Surprise-. Using unexpected occurrences to transmit therapeutic messages. For
example, there is a drilling noise outside the office while the client is talking about
his domineering spouse. Therapist: “Your wife is talking to you now.!”

•

Exaggeration: Obvious overstatements or understatements regarding size,
proportions, numbers feelings, facts, actions. For example, to a patient who
romanticizes his depression while refusing to consider alternatives, “I could help
you, but I guess that wouldn’t do any good anyway. You know we all die
eventually.”

•

Absurdity. That which is foolish, nonsensical, insane, irrationally disordered.
That which is without having any logical reason to be. A man is spending very
long periods at the office and on business trips, and reports that his wife has
complained about his lack of interest in their sexual relationship. Therapist: “It
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sounds like the best way for you to get more invested in your sex life is to make it
tax deductible.”
•

The Human Condition. Refers to problems of living that most human beings
encounter, viewed from a humorous perspective to stress their commonality. For
example, a therapist to a perfectionistic patient who worries that he is not being
totally honest in communicating all his feelings to others, “As the holy books have
indicated, it is difficult for mankind to be honest at all times. But if you want to
be a phony, you should be honest about it.”

•

Incongruity. Linking two or more usually incompatible ideas, feelings, situations,
or objects. For example, an oppositional female patient reacts to therapist
interpretations by stating that she “has already entertained that possibility.”
Therapist responds, “You’ve entertained it, but you didn’t go to bed with it.”

•

Confrontation/Affirmation Humor. Confronts patients’ maladaptive and selfdefeating behaviors while affirming their personal worth as individuals. Assumes
that patient confrontation is best digested by patients when coupled with
affirmation. For example, a patient is confronted by other group members about
his compulsive nose-blowing. He passionately defends his need to “breathe
clearly”. Therapist: “You know, we can all see that you’ve got a lot of intensity,
but you don’t have to blow it out your nose!”

•

Word Play: Using puns, double entendres, bons mots, song lines, and well-known
quotes or sayings from popular culture to convey therapeutic messages. For
example, therapist to client who prevents himself from enjoying life because he
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refuses to take small risks, “Mae West said, ‘When I choose between two evils, I
always like the one I never tried before.’ ”
•

Metaphorical Mirth. Using metaphorical constructions, analogies, fairy tales, and
allegories for therapeutic storytelling to help patients assimilate new insights or
understand old patterns. For example, a patient talks about how his interpersonal
communication is becoming less confused as he really listens to others and gives
relevant feedback. Therapist: “It’s like that lion at the zoo who always growls at
you, but you don’t know what he means. And one day you go to the zoo and he
smiles and says. Hi there! I’ve been fixing to talk to you.’ And you talk to each
other and become pen pals.”

•

The Tragi-Comic Twist: A delicate humor technique that consists of a
transformation of patients’ detrimental tragic energies into constructive comical
energies. It begins with a well-timed implicit or explicit juxtaposition of the tragic
and comical poles of a given phenomenon followed by a reconciliation of the two
poles in a humoristic synthesis that triggers laughter. For example, a patient who
has chosen depression and crying as a behavioral mode of response to any
environmental stressor is crying in session about feeling rejected and tense.
Therapist responds: “I guess you’re trying to relax now.” The patient’s crying
turns into frantic laughter as he replies, ‘That’s one thing I do really well, I know
how to cry.” Therapist: “Maybe you can relax about crying.” More laughter.
Therapist asks patient why he is laughing. Patient: “I suppose there are other
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ways of releasing tension besides crying.” The entire session then focuses on this
issue.
Another cognitive approach is used by Ellis (1987, 1977) in his Rational-Emotive
Therapy model (RET). Ellis holds that humor helps clients to laugh at their failings
and to learn to cease taking things too seriously. Humor aids clients in gaining some
objective distance from self-defeating behaviors and perceptions. The author, basing
his therapeutic rationale in a cognitive framework, holds that people largely create
their own emotional problems through crooked and irrational thinking. Exaggerated
and totally humorless significance can often be given to certain life events needlessly.
Rational-emotive therapists work by directly and vigorously challenging such client
perceptions. Clients are shown how these beliefs may be erroneous and irrational.
Clients are then taught to challenge these beliefs on their own while substituting
rational coping statements: “.. .whenever people desire to succeed at something or to
win the approval of others, and when Activating Events (A) occur in their lives that
tend to thwart them, and whenever they feel anxious, depressed, hostile, or selfdowning at point C (Consequence), they mainly make themselves disturbed at point B
- their irrational Beliefs. Therefore, according to RET theory and practice, they had
better clearly identify their irrational Beliefs in order to logically and empirically
Dispute them at point D. When clients significantly improve in the course of RET
sessions, this is presumably what occurs” (1987, p. 267).
In addition to being a cognitive approach through examining, questioning, and
challenging clients’ beliefs, Ellis states that RET utilizes evocative and emotive
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techniques to help dispute these mental irrationalities. While levity is never used to
poke fun at clients, it is used to illuminate the silliness and irrationality of their selfdefeating behaviors and beliefs. One such challenging humor technique is the use of
humorous songs. For example a humorous anti-depression song is When I Am So
Blue, to the tune of Beautiful Blue Danube, by Johann Strauss (1987, p. 272):

When I am so blue, so blue, so blue,
I sit and 1 stew, I stew, I stew!
I deem it so awfully horrible
That my life is rough and scarable!
Whenever my blues are verified
I make myself doubly terrified,
For I never choose to refuse
To be so blue about my blues!

This song is meant to illuminate and challenge a client’s propensity for colluding
with depression. Such songs are also encouraged in group settings in order to perk
up the session and to attack the shame certain clients may have at doing silly things
like singing aloud. Once these feelings of shame are challenged in the face of such
‘shameful’ acts as singing, the client becomes more open to taking additional risks
and disowning beliefs and feelings that have perpetuated a restricted and
perfectionistic way of living.

Humor in Strategic Therapy
Erickson (1954) is generally credited with pioneering the strategic use of
therapeutic humor through implementing paradoxical interventions, as has been
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mentioned earlier in this chapter. Madanes (1987) has further developed strategic
therapeutic levity into the family context by redefining problems in a manner which is
both unexpected and humorous. For example, one client was a 30-year old alcoholic,
unemployed and living with his elderly parents. The parents wanted the man to stop
drinking, get a job, and move out; the man displayed no intention of doing any of
these things. Madanes redefined the situation to the family by describing the client as
a dutiful, dedicated son who was indeed following a career path -- that of
entertaining and occupying his parents in order to prevent them from fighting. As
presented to the parents by the author, “He was like the recreation director on a
cruise ship, keeping old people amused, and he should really be getting a salary”
(1987, p. 244). The parents were then able to alter their behavior, and their son soon
altered his as a result.
Using paradoxical interventions to join symptomatic behavior, Mozdzierz,
Macchitelli, and Lisiecki (1976) also imbue these interventions with humor and
empathy. Lukas (1982) uses humor to facilitate clients’ understand the absurd nature
of their compulsions. Riebel (1985) write about usurpation as the technique of
therapists joining with client delusions. This joining, rather than opposing clients’
beliefs has also been termed ‘provoking’, ‘preempting’, ‘exaggeration’, and ‘humor’.
In a case study of a woman who developed creative strategies to resolve a power
struggle with her husband, Ross (1988) describes her adopting the flighty humor of
the television character Lucy Ricardo. The woman’s new behaviors ran counter to
the previous experiences and expectations of her spouse; this created a funny

61

disturbance in the equilibrium of the relationship which, in turn, fostered to possibility
for affecting change.

Strategic Techniques Incorporating Humor
Furman and Ahola (1988) report the use of a number of humorous techniques in
brief strategic therapy:
•

Telling jokes and anecdotes to clients: This serves to foster a warm accepting
climate; certain jokes may have a metaphorical meaning for clients as well.

•

Unexpected humorous comments. These may suddenly provoke a client to view
matters in a new, less pathogenic perspective. An example would be in stating to
a patient, slow to recompensate from a psychotic episode, that sitting around the
ward in a rocking chair all day was “too active an attempt to recover”.

•

Humorous exposure of censored thoughts and feelings: This is a way of taking
skeletons out of the closet.

•

Humorously challenging a client’s beliefs. This, as with the other techniques
described, is best attempted once a solid rapport has been established between
client and therapist.

•

Humorous introduction of alternative explanations. A problem is reframed and
detoxified to a certain extent through the vehicle of posing a patently absurd
alternative explanation for its existence.
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•

Encouraging the client to engage in humorous fantasies. “What would happen
if’ often serves to release tension and to help clients see issues in a new, less
threatening light. This can be done by constructing patently absurd or ridiculous
imaginings of what would occur if their worst fears came to be true. Taking their
fears to an absurd extreme can often detoxify the dire perception.

Case Vignette: “Rudv — Normalizing What is Catastrophized”
Rudy’s parents had come to see me without him. The nine-year old boy had
refused to accompany them to the intake session, and had thrown such a tantrum that
his parents. Jack and Gloria, almost didn’t make it out the door themselves.
Gloria’s holding Rudy in her arms until he calmed down seemed to help on such
occasions, but the tantrums were increasing in frequency, and Rudy had recently
started to hit her in the stomach. Jim could handle Rudy physically more easily than
could Gloria, but neither parent wished to use force. They had thought to limit
Rudy’s television viewing time as a response to the tantrums, but the boy announced,
“I'll kill myself without TV" when they had tried to implement the plan. Jack and
Gloria were very concerned about Rudy and both felt quite helpless to influence his
behavior.
A background history revealed that Rudy’s tantrums started emerging around the
time that Jack and Gloria began experiencing distance in their relationship. This was
apparently the result of disagreeing with regard to how to relate to Mitch, Rudy’s 16year old half-brother (Mitch was Gloria’s son from a previous marriage). Gloria felt
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that Jack was too hard on Mitch and, on some level, feared he did not love her first
son to the same degree he loved Rudy. Jack denied this, and stated that Gloria failed
to back him up when he responded to Mitch’s rude behavior.
It became clear to me that this couple loved each other and seemed to miss their
former intimacy. I wanted to help them to collaborate around responding to both
Mitch and Rudy in a mutually supportive manner. Jack could use guidelines around
how to respond to a testing adolescent in a manner that did not pull him down to
Mitch’s level; Gloria would need to support Jack in this, and back him up when he
implemented an appropriate and agreed upon consequence.
It also seemed clear, however, that not much progress could be made with Mitch
as long as Rudy’s behavior continued to be so out of control and frightening. While I
felt that Rudy was responding to the weakening of Gloria and Jack’s parental subset
within the family by attempting to bring them together around his behavior, his
tantrums and his threat to suicide if he were denied free access to the television
seemed to hold the couple paralyzed.
I began to represent Rudy’s acting out to them as a way of expressing a need for
control and parental structure rather than as a symptom of deep psychological illness.
At one point, I mused aloud to the couple,
“So Rudy actually said, 77/ kill myself without TV’. Hmm. Well, that doesn’t
necessarily mean he’s suicidal. It only proves that he’s an American.”
The couple gave me a startled look and then began to laugh. It was really the first
sign of real lightness I’d seen from them, and it seemed as thought they were now
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ready to view Rudy’s behaviors as something less than omens of impending
catastrophe. We were then able to discuss their son not as a potential psychiatric
patient, but rather as a child testing limits and expressing needs in a singularly unadult
manner.
As our work continued in this vein, Gloria and Jack were more able to relax in
general. I gave them homework to schedule one date together a week — something
they had not done for some years. As they began to draw closer, they were more able
to formulate rules and consequences together. Rudy’s tantrums began to subside.
Stating to the couple, in mock sincerity, that Rudy’s suicide threat did not mean he
was suicidal but rather that he was an American was a form of presenting an absurd,
humorous alternative explanation for something that was quite distressing in its
original context of understanding. This permitted some detoxification of the child’s
behavior, in turn allowing greater flexibility of thought around how to comprehend it
and respond to it. We were no longer locked into a crisis mode. In addition, as Rudy
was perceived as less threatening and powerful, the couple as more able to re-adopt a
nurturing and not a reactive stance toward him. I feel that Rudy responded positively
to this switch.

Types of Strategic Humor
Young (1988) describes three types of strategic/systemic therapeutic humor which
overlap somewhat yet operate from different principles:
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Tactical Humor. This type consists of immediate therapist responses to material
provided by the client or the client system. It may often appear as a sudden,
spontaneous quip or comment, and may have the effect of joining client and therapist
in a mutually creative process. Examples of such humor might include joking about
the weather, waiting in lines, or the difficulty finding a parking space close to the
clinic; these are all common human experiences, shared by therapist and clients. Their
accentuation serves to reduce interpersonal distance and tension, and to facilitate a
more relaxed atmosphere, particularly at the beginning of a session. Tactical humor
can also be diagnostic in detecting non-verbal family alliances by observation of which
clients respond differently to humor that is initiated by the therapist or another family
member. In order to use this type of humor, the therapist needs to be open to light
chatter and bantering in the initial interactions; this might entail deferring the
treatment plan or interview agenda until a less threatening atmosphere is formed.
The author cautions against humor in which he or she cannot really join. An
example of this might be a family that uses derisive, scapegoating humor against one
of its members. Young also cautions against “.. .the insistence on dealing with every
problem with complete ‘professionalism’ and respect to the extent that no caricature
of an exaggerated posture is permitted. Beginning therapists are especially prone to
this restriction of response, but occasionally the nature of the case can lock seasoned
therapists into the gravity of the client’s view of reality” (p.23).
Strategic Humor. “If the former type of humor is spontaneous and reactive,
strategic humor is planned and proactive. It often assigns or prescribes roles to the
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participants in a pattern such that the usual incentives maintaining the problem
behavior are disrupted, or even reversed” (ibid., p. 24).
An example of strategic therapeutic humor is given by Madanes (1985): A mother
was coming to therapy with her adult son, who telephoned her numerous times
throughout the day to complain of various minor problems and worries. The
frequency of his calls was distressing the mother, and preventing her from carrying on
with her own affairs. Anxiety-reduction techniques had not been helpful to him. The
therapist gave the clients an assignment. The mother was to leave her answering
machine on, and to record her son’s calls. He was to briefly state his worries or
complaints into the telephone, and could call often. One of his calls, however, was to
be about a bogus worry or complaint The mother was not to know, beforehand,
which call was the bogus one. To keep things honest, the therapist asked the son to
invent the topic of the bogus call and to secretly share it with her before the end of the
session in which the assignment was given to the clients. The mother was to bring in
the tape for the following session. During that next session, the mother, son, and
therapist listened raptly to the answering machine tape. The mother was hard-pressed
to identify the bogus call from among the others. There was also a great deal of levity
in this latter session, as the three of them listened to the tape. Both the son’s sense of
being able to control his calls and the context in which they were being listened to
was altered by this intervention. Subsequently, the frequency of the son’s calls to his
mother fell off
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Attributions or therapist statements to the effect that clients have a good sense of
humor can be used with clients in order to set the stage for the ensuing interventions.
While such statements may initially be made with only thin evidence, such evidence
can be selectively built as the session continues. This serves not only to make a
humorous intervention into a more palatable option, but also creates a contextual
expectation on the part of the client that humor is likely to be experienced.
In order to enhance the possibility of successful implementation of strategic
humor. Young (1988) advocates building and maintaining a certain tension and drama
throughout the therapy session. In this way, the punchline of the session arrives as a
natural conclusion, making use of the elements of surprise and irony. Techniques to
use in preparing clients for this humorous conclusion entail strategic pauses,
restraints, intonations, and gestures that highlight the essential features to which the
punchline refers.
Use of exaggeration and caricature are focal techniques for translating client
metaphors into living realities. A well-known example of using a client’s metaphors
in an exaggerated manner is Milton Erickson’s work with a very debilitated patient
who believed he was Jesus Christ. Erickson stated to this patient that he understood
he had experience as a carpenter. The patient then became immersed in the positive
activity of building a bookcase (Haley, 1973).
A somewhat different application of exaggeration and caricature used by this
writer is that of exaggeration a client’s own negative self-perceptions ad absurdum.
There are clients whose initial premise is that they are somehow deficient, bad, or
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peculiar in some negative manner. This perception is congruent with an inner
conviction of a basic lack of self-worth and of shame. Such negative inner realities
are communicated to the therapist by the communication of dissatisfaction, shame, or
embarrassment with regard to some personal characteristic or behavior. Difficulty
arises when the well-intentioned therapist attempts to reassure such a client that he or
she is really not all that bad, lazy, sloppy, repulsive, unintelligent -- or whatever
conviction the client holds that is self-defeating and demoralizing. Such supportive
therapist encouragement may not be accepted, as the client ‘knows the real truth’, no
matter what we say or do to try and make them feel better about themselves. In fact,
the client may hold an inner conviction that she or he does not deserve to feel better,
i.e. feeling good about oneself is ego-dystonic, or quite foreign to a deeply held
personal truth. Our reassurances to the contrary may be perceived as misconceived
attempts to comfort at best, or as condescension at worst. An alternative approach
would be to verbally concur with such a client’s negative self-appraisal and then to
amplify it to an absurdly exaggerated degree.
An example of this would be a mother of an infant and a toddler who often told
me that she was exhausted taking care of the children all day. A friend had
encouraged her to go lie down for half an hour when the opportunity arose, but the
client felt guilty about doing this; even if the children were themselves resting and not
in need of her immediate attention, there were a multitude of things she had to do
around the house. Exhortations to rest, to care for herself as well as for her family,
and observations that she, too, deserved a ‘time out’ bore no positive result. The
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mother continued to relate her feelings that to take a brief rest would border on selfindulgence. Eventually, this writer informed her that “I am actually in agreement with
your assessment that to take a half-hour away from the kids was would indeed
represent wanton neglect and self-indulgence on your part. The very thought was a
shameful example of a marked lack of character and moral fiber. And just as with
addictive drugs, who knew what progressive mark of degeneration would follow.
The next thing would be to lounge between silken sheets all day eating bon-bons and
watching the soaps on TV!”
The mother made a mental comparison between her own contemplated activity (a
half-hour break from the kids) and the one I had suggested as the inevitable outcome
of such “self-indulgence”. This juxtaposition was patently absurd, even in the client’s
self-critical eyes, and she responded with amusement. She was also able to begin
taking brief, fifteen-minute breaks from her children during when their rest times
coincided.
A related strategic form of humorously exaggerating the negative ad absurdum
can be used with clients who use their negative self-appraisals as a defense. Here, as
in the previous example, an inner conviction of unworthiness results in a negative self¬
appraisal. The difference, though, is that these clients are actually able to covertly
entertain the idea that they indeed have some positive qualities. The overall sense of
shame and self-judgment, however, is severe enough that a mindful and overt
acknowledgment of these strengths may be ego-dystonic and thus experienced as
uncomfortable. In addition, any open acknowledgment of success (or even the
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potential for success) places such a person in the position of being at risk of
disappointing him/herself or others, once the almost inevitable failure comes to pass.
As a result, well-intentioned support and encouragement meets with strong resistance.
Any admission of less than mediocre abilities holds within it a burdensome
expectation of positive change.
Often, such a client’s resistance, which can sometimes be characterological in
nature, is manifested in the form of a “yes, but” response or stance. For every
heartfelt encouragement that we produce, such clients respond with time-tested
examples and reasons why they cannot do what they would like, or change in the
manner that they might wish. It is only natural that the concerned therapist continue
to try and shore up the client’s weak self-perception by additional warm
encouragement and support. As these new expressions of confidence are met with
increasing and more deeply-entrenched “yes, but” responses, the therapist begins to
feel frustrated and helpless.
Instead of engaging in the fruitless practice of encouragement, the therapist may
surprise such a client by overtly agreeing, in a deadpan manner, with the negative self¬
appraisal and then actually adding to it. Through this technique of heaping coals onto
the fire already lit by the client, the respective roles may eventually become
strategically reversed — the therapist is insisting that things are indeed quite
hopeless, and the client begins to protest that such is not the case. Once this strategic
reversal occurs, the client experiences what may be a new cognitive experience of
advocating for his or her own strengths and capabilities. Wry amusement may follow
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once a more savvy client becomes aware of the game that the therapist is playing;
there comes a dawning realization that the bluff has been called in a roundabout way.
Even if the client subsequently reverts back to the old self-defeating defense, he or she
will have had the experience of an indignantly defending her or his positive strengths
and potentialities in the presence of an openly skeptical audience. As a result, the
therapist may now call the client’s bluff in the future by using some of the same
catchwords that were voiced to exaggerate the defense in the first place.
Linehan (1993) present a similar therapeutic intervention through her dialectical
strategy of Irreverence. “Irreverent communication is used (1) to get the patient’s
attention, (2) to shift the patient’s affective response, and (3) to get the patient to see
a completely different point of view. It is used whenever the patient, or both patient
and therapist, are stuck in a dysfunctional emotional, thought, or behavioral pattern.
The style is offbeat” (p. 393). Such irreverent communications are delivered in a
deadpan style and are in strong contrast to a warm, responsive style of supportive
interaction. This technique often calls the patient’s bluff by

. taking the patient

more seriously than she wants to be taken..(p. 396).
This type of intervention may produce a strong response, but the client’s well¬
being is secured by the provision of a ‘safety net’, or face-saving way to back down
and re-enter the therapeutic dialog. For example, a borderline patient states, I think
I'll commit suicide

This is followed by the therapist s straight-faced query. But

don I you think that might interfere with therapy ?

The patient is being provoked

out of the usual pattern of suicidal threat/therapist preoccupation with safety
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issues/continued distancing from the source of the patient’s distress and the work
needed to help the patient problem-solve and modulate affect. Once the pattern is
disrupted, the therapist may follow up with a statement acknowledging how difficult
it must be to live with such distressing feelings, which provides an opening for dealing
with the emotions and not just the acting out behavior. Some client’s might respond
to a statement such as “But don't you think that might interfere with therapy? ” with
amusement, as the bluff is being called by the therapist. Such amusement would
indicate the ability to momentarily step outside of oneself and to observe the process.
This also places the ensuing client-therapist interaction on a level where the issues
underlying the behavior can be worked with.

Case Vignette: “Amanda -- Calling the Bluff’
All the graduate students in our counseling practicum had been working at various
clinical sites. For our weekly group supervision, each student was required to bring in
case material, preferably tape recorded, to be heard by the group members. The other
participants would then provide feedback to the presenter.
Amanda, a thin, distinguished woman in her early forties, was one of the students
in the practicum. During the initial meetings, she had expressed her lack of
confidence in the group’s ability to provide accurate feedback. Amanda felt that the
timbre of our counseling program was to be overly “warm and fuzzy”, and that
people would not be told the truth about their shortcomings in order to avoid hurting
their feelings. When it came time for her to present a case to the group, Amanda
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requested that we be genuine in our criticism of her therapy sessions. She preferred
feedback that was honest even if, at the same time, blunt and critical.
It was mid-semester and most of us had already presented two cases to the class
on our rotating schedule. Amanda, however, who was placed in a juvenile treatment
facility, had so far not managed to bring in a taped session. As each week passed,
there were always good reasons for her not being able to produce a tape; the client
would not cooperate, sessions had not taken place for one reason or another, there
were administrative difficulties -- to mention a few. By this time, most of us had
already presented two cases. The practicum instructor was becoming increasingly
perturbed at this, and asked to met with Amanda after class. I assumed this was in
order to explore with her what was transpiring; I wondered if Amanda would be able
to complete the course requirements.
We reconvened after Spring Break, and Amanda had a tape. Her tension was
almost palpable as she launched into a lengthy introduction of the case. Along with
her client’s background material we also heard why this was not really a good tape it was an off day, the client did not have anything of importance to say that day, and
Amanda’s technique left much to be desired overall. She asked us to hear the tape
through without stopping to ask questions, as was the norm in the group when
listening to a presentation. In a tight, constricted voice, Amanda described in great
detail the numerous counseling errors we would hear. Her self-critique was quite
merciless, and we were all at a loss as to how to respond. After all, we hadn’t even
yet heard the tape! One thing was clear, however. This was a vulnerable person who
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was taking a big risk by exposing herself and her work to the group. The instructor
was quite solicitous of her, and we echoed his reassurances that she most certainly did
a much more competent job with her client than she gave herself credit for. Amanda
appeared to shrug off these supportive expressions as she began to play the tape.
The class listened raptly to the recording of Amanda’s session with Jim, a sixteenyear old attending the day program in which she worked. Jim was discussing how
angry he got at certain times when people in authority required him to conform to
rules. Amanda acknowledged how difficult it could be to have to obey rules one had
no part in determining, yet she was gentle but firm in reinforcing that these rules
needed to be adhered to. She tried to teach Jim ways of managing his temper, and
pointed out more effective ways of influencing others than getting angry. It sounded
from the tape that Jim liked Amanda, and that he was attentive to what she was trying
to give him.
The class sat in silence for a few moments as Amanda switched off the recorder.
She was looking down at the floor and her shoulders were hunched in a protective
way as if in expectation of physical blows. The instructor cleared his throat and
stated what a nice piece of work this was; Jim’s feelings were acknowledged and, at
the same time, the importance of being able to conform to rules was reinforced. In
addition, Amanda also tried to give her client practical tools for controlling his anger.
The rest of the group eagerly concurred with the instructor’s assessment of the tape.
Yet, the more positive the feedback that was given, the more hunched Amanda’s
shoulders became. Finally, she looked up and ticked off numerous reasons why the
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session was not, in fact, a good one. Her tone of voice was too authoritative, Jim
never did what she suggested, she was being too directive with him, and she wasn’t
hearing what he really wanted to communicate. The more the class voiced their
objections to her objections and tried to give Amanda support and encouragement,
the more intransigent she became in her negative self-assessment. The group was
finally reduced to a helpless and frustrated silence.
I was conscious of feeling helpless and frustrated as well. In addition, I was also
feeling somewhat angry with Amanda. I felt that the group had done its best for her.
We had given our honest opinion of her session with Jim. Given her obvious qualms
about exposing herself to evaluation, we had also taken pains to be reassuring and
supportive. Yet, it seemed like the more supportive we tried to be, the more she
rejected what we had to give. I also felt that, on some level, Amanda was being
dishonest with us; she knew that the tape was a good one and was secretly accepting
the group’s positive feedback. In addition, as any real positive self-appraisal was
tentative and somewhat fragile in nature, she was protecting herself from any possible
criticism by being her own worst critic. This placed the group in the position of
needing to object to Amanda’s exaggerated self-condemnation as a therapist.
Breaking into the silence, I stated that I had to differ from the rest of the group.
They were not giving enough credit to Amanda’s assessment of her own work. I
agreed with her that the session left much to be desired. In fact, it was one the worst
sessions I had ever heard on tape! First of all, young punks like this Jim did not
benefit from understanding or firm but gentle guidance. All they understood was
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force! Amanda’s misplaced concern for Jim’s emotional growth and increased ability
to adapt to the world was a waste of valuable time and a wanton exhibition of the
worst clinical judgment! In addition, no good could come of trying to understand a
kid like Jim. What he really needed was to be whipped into shape and not
mollycoddled! The less contact he had with Amanda in the future the better! And the
group was a bunch of pansies for trying to kiss up to Amanda by telling her she’d
actually done good work with her client!
As this speech was delivered with a straight face, it was initially met with shocked
looks of surprise from the group. People glanced at Amanda with expressions of
almost frantic concern. Indeed, she had returned to her hunched over posture and
was staring at the floor. Yet, as I continued my diatribe, a thin smile began to appear
on her lips and it seemed as though she started to emit a low-voiced chuckle. People
in the rest of the group then began to catch on, and by the time I’d reached the end of
my speech it was being drowned out by the laughter in the room.
The group displayed more energy and ease with Amanda following this incident.
She also appeared far more relaxed, and was able to present her work in a less
defensive manner. Whenever she began to pre-empt possible criticism by harsh selfevaluations, someone in the class would interrupt her by voicing swift agreement with
the negative appraisal, we would chuckle, and Amanda could go on to present her
tape.
Amanda approached me after that class to thank me for what I had done, stating
that if I again took a clinical practicum she would like to be part of it. I met Amanda
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two years later as I was presenting my therapeutic humor workshop at her clinic. She
smilingly recalled that practicum class as something I had done for her. It was very
pleasing to be remembered in that way.

The third type of strategic therapeutic humor described by Young (1988) is what
he calls Systemic Humor. This type is predominantly cognitive, not behavioral. It
operates mainly through the element of incongruity. In addition, “Whereas strategic
humor prescribes a parody of the roles of the respective players, systemic humor
comments on the absurdity of their context” (p. 30).
An example of the use of systemic humor might be having a supervision group
enact a role play of a tough family case. The therapist would play the role of the most
difficult family member. This would permit some humorous discharge of frustration
in an acceptable context. In addition, the therapist might gain some understanding of
that particular client’s perspective and place in the overall family system.

Sense of Humor Development
As stated in chapter 1, successful training of clinicians in the use of therapeutic
levity entails not only the sharing of theoretical rationale and of particular humorous
techniques, but also an increased inclination on the part of the student to actually
implement what has been imparted. This propensity to engage in levity presupposes a
capacity to appreciate humor as well as the ability to identify appropriate
opportunities for its introduction into therapy. This is not unlike the talent humorists
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have to know when to tell a particular joke, and to whom. In addition, the ability to
share a well-timed joke or to initiate a humorous technique also presupposes the
clinician’s retention of the material to be used. So much of humor depends on such
elements as timing of delivery, surprise, and spontaneity.
While the inclination for humor enjoyment, retention, and generation is certainly
an individual matter including factors such as character, motivation, memory, and
background, there are steps that can be taken to enhance ones overall sensitivity to
humor. As with any acquired new skill, practice is necessary.
The comedian Steve Allen (1993) notes that “It often seems that, for whatever
strange reasons, comedians, in addition to their formal performances, have more
comic experiences in real life than other people do” (p. 16). This writer would
instead maintain that people who make their livings as comics are far more open to
humorous experiences that are most other people. Indeed, just as musicians become
attuned to music in the environment (and just as many therapists and patients become
attuned to misery), it is also possible to become sensitized to the ironic, funny, and
ridiculous. In any case, Allen recommends such activities as writing funny letters,
talking in foreign accents (either to oneself or an especially tolerant friend), and
engaging in more mirthful activities in general as a way to become funnier.
Klein (1989) states that an enhanced sense of humor may come about first and
foremost through the conscious act of intentionality, i.e., when we intend to find
some humor in our situations. We thus set the stage for spontaneous laughter. The
author advocates such practices as keeping an eye out for what is funny, keeping
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comical props where they are readily accessible, engaging in whimsical imagination,
making an effort to smile when the opportunity arises, and exaggerating our mishaps
to an absurd degree.
McGhee (1994) has developed an 8-step program for sense of humor
development, complete with home and group assignments as well as a humor log to
be kept:
•

Step 1: Surround oneself with humor. Immersing oneself in humor for one to
two weeks serves to heighten ones sensitivity to humor in the environment as well
as helping the individual to better define his or her particular sense of humor.
Such activities as watching comedies, listening to recordings of comedians, going
to comedy clubs, and reading funny books are all ways of humor immersion.

•

Step 2: Become more playful in ones day to day life: This helps translate an
enhanced sensitivity to levity into behavioral terms. Observing children or playful
adults is encouraged, and thought is put into how to emulate these behaviors.

•

Step 3: Begin telling jokes andfunny stories. Listen to jokes and try to
remember the ones that made you laugh. Practicing telling these jokes is part of
this stage. Keeping a notebook of jokes is encouraged.

•

Step 4: Play with language and other verbal humor. Playing with puns gets one
in touch with the more child-like aspect of early humor. In addition, playing with
multiple meanings enhances verbal flexibility which is also a valuable element of
successful joke-telling, as is finding connections between apparently unrelated
terms.
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•

Step 5: Finding the humor in everyday life: being able to see the funny side of
life is a hallmark of successful humorists and comedians. It is not that such
individuals have more amusing existences that do others, but rather the degree of
their receptiveness to such experiences when they do occur.

•

Step 6: Learning to take oneself lightly . Being able to laugh at oneself indicates
healthy ego-functioning and a more relaxed, self-accepting way of being in the
world. The lower degree of defensiveness associated with such a life-stance
leaves one open to more positive emotional experiences, such as humor.

•

Step 7: Finding humor in the midst of stress: This step focuses upon the more
adaptive qualities of laughter. Being able to laugh in the midst of adversity
implies a stepping back from the stressor.

•

Step 8: Integration of the previous seven steps: Ones implementation of the first
steps is assessed and reinforcement is provided.
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CHAPTER III
OUTLINE AND PRESENTATION OF THE HUMOR WORKSHOP
Purpose of the Training
The purpose of the therapeutic humor workshop was twofold: 1) The material
presented would familiarize psychotherapists with a number of therapeutic humor
techniques as well as with the clinical rationale behind their development. 2) The
manner in which the material was to be presented would also encourage the
workshop participants to use these humorous techniques in their subsequent clinical
interactions. In a practical sense, it was felt that giving therapists both the inclination
and the ability to successfully engage in therapeutic levity with clients would be
preferable to the teaching of theoretical knowledge alone.
There were several key factors to consider in approaching this goal: The
presentation would need to address the general prejudice against using levity with
clients, as has been discussed earlier in this thesis. In addition, the training was to be
of only three hours duration. Due to the ever-increasing pressures of productivity and
client census in the present managed care environment, this was the maximum
segment of time that was possible to “sell” to the various clinical directors at the sites
at which the workshop was to take place, CEU credits and absence of remuneration
to this writer notwithstanding. Thus, even though the successful instruction of new
therapeutic behavior is a complex task, both the didactic and experiential (practicing)
elements necessary for such training would need to be condensed into the limited time
available.
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Outline of the Workshop
Within the three-hour time frame, workshop segments were as follows. Each
segment was accompanied by handouts or slides, and discussion was encouraged
(workshop materials such as forms, questionnaires, handouts, and slides are found in
the appendices). Given the unpredictability of the participants’ responses to the
workshop material, some flexibility of time would be allowed between segments, i.e.,
there might necessarily be some trade-off between the amount of time allotted to each
of the segments. The overall framework, however, would be adhered to as strictly as
possible:
Introduction (10 minutes): This time was used to introduce myself, the format of
the workshop, and the topics to be covered. In addition, the research aspect of the
workshop was described and participation in this project was invited. Time would be
used to respond to the participants’ questions.
Participants fill in pre-test questionnaires (10 - 15 minutes): These forms were
distributed to those clinicians attending who agreed to participate in the research.
Icebreaker exercise (5-10 minutes): Participants shared their names and what
they did at the clinical site. They were also asked about times they may have used
humor in their own work with clients.
Why there has been so much resistance to using levity with clients (5 - 10
minutes): The historical roots of the prejudice against therapeutic humor will be
discussed.
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Why laughter can be a good thing (5-10 minutes): The physiological and
psychological benefits of laughter will be reviewed.
Ethical issues and contraindications for therapeutic humor (10 - 20 minutes):
Cautionary material is presented as well as an example from this writer’s own
personal experience with regard to possible misuse of in-session levity. Participants’
questions and concerns are encouraged.
Definitions of empathy and description of empathic humor (5-10 minutes):
Along with the dictionary definition, various clinical conceptions of‘empathy’ will be
presented. Empathic humor will be defined as stemming from ones being able to
place oneself in the other person’s situation, i.e., the ability to amuse someone as
being dependent upon knowing what that person will indeed find amusing.
Joke-telling (5-10 minutes): The sharing of jokes with clients will be described
in terms of facilitating rapport and placing clients more at ease. Levity can free up
emotional constriction and serves to acknowledge that, aside from troubles and stress,
life is also to be enjoyed. A number of examples will be given. Participants will be
encouraged to share their favorite joke or funny story.
Jokes and stories with universal or therapeutic themes (10 - 15 minutes): This
segment will begin with a brief introduction of how stories and fables have been used
through the ages to convey wisdom. When used therapeutically, such jokes and
stories serve as metaphorical descriptions of a client’s own situation; the indirect
nature of this message may help sidestep resistance that arises in the face of more
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direct communication. A booklet of this writer's compilation containing such jokes
and stories will be distributed for the participants to use as a resource.
Using self-deprecating humor (5-10 minutes): The inability to laugh at oneself
can be a hallmark of defensiveness. Conversely, our ability to gently poke ftm at our
own human foibles may be a sign of healthy self-acceptance and of ego strength. We
will discuss how therapists who do this can model such self-acceptance and dispel
expectations of perfection that some clients may hold. We will also review the
difference between this type of humor and the more brutal laughter that expresses
self-loathing.
Using absurdity and exaggeration with clients (5 - 10 minutes): Exaggerating
negative self-perceptions, expectations, or fears to an absurd degree can sometimes be
therapeutic and may promote a positive perceptual shift through the novel contextual
presentation of the problem. Different ways of doing this will be presented along with
examples of such interventions.
Contrived naivete (5-10 minutes): Certain clients defend their problematic
stances by presenting very negative or helpless self-appraisals even while they are able
to secretly entertain the opposite self-assessment. This workshop segment will cover
the technique of agreeing with a client’s negative self-appraisal to an absurdly
exaggerated degree in order to disarm this type of defense. Such clients are then
placed in the position of needing to defend their own capabilities, which is a novel
situation for them.
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Humorous introduction of alternative explanations (5-10 minutes): Often, the
explanations and understandings clients have for their behavior and circumstances
only serve to perpetuate their difficulties. The straight-faced introduction of absurd
alternative explanations can sometimes jolt clients out of their perceptual set, even if
momentarily. Such distancing from held perceptions makes room for entertaining less
problematical thinking.
Paradoxical humor and assigning humorous tasks to clients (5-10 minutes):
Classic examples of paradoxical humorous interventions will be presented and
discussed. The importance of appropriate selection and timing of technique will be
stressed.
Humorous guided imagery (5-10 minutes): Traditionally, guided imagery has
been used to lower the physiological signs of anxiety and over-arousal. Humorous
guided imagery serves to arouse feelings of amusement as the client pictures his or
her worse fear coming true, but to a ridiculously overstated degree. A brief exercise
will illustrate this technique.
Following the presentation of these segments, participants will receive an
additional handout that addresses humor immersion, i.e., the development of a sense
of humor. This will afford them numerous ways in which to enhance the amount of
laughter in their own lives. The successful implementation of humor with clients
presupposes ones own sensitivity and exposure to laughter. In addition, the
physiological and psychological benefits of laughter will again be stressed.
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Instrumentation of the Research
All participants who agree to take part in the research project will be asked to fill
out a demographics questionnaire in which they will list characteristics such as age,
sex, type of academic degree, therapeutic orientation, and years in the profession (all
forms and questionnaires are reproduced in the appendices). Each item allows for a
graduated 5-point response in order to permit participants to be more exact in
describing their theoretical affiliations. Based upon the survey of Zook and Walton
(1989), the participants will then be grouped into the major theoretical realms of
psychodynamic, humanistic, cognitive-behavioral, and systemic therapies.
According to the survey format put forward by Watkins, Lopez, Campbell, and
Himmell (1986), subjects will also be asked to state their preferred mode of treatment
or areas of primary expertise. The above-mentioned format has been broadened to
include twelve 5-point graduated items, which will allow for the same response
flexibility as the previous section. Following this will be a similar section eliciting
participants’ views on desirable therapist qualities and characteristics.
The next section of the pre-test form entails a ten-item questionnaire of this
writer’s compilation (and using collegial feedback to ascertain validity) which poses
questions such as how the participants use of humor in their own lives, their comfort
using levity with clients, and whether the topic of therapeutic humor was addressed in
their graduate programs.
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Two sense of humor assessment instruments were then administered to half of the
clinicians participating in the study as part of the pre-test format. This was to enable
measurement of possible pre-test sensitization effects of these instruments. These
two instruments were also administered to Control Group clinicians, i.e., those did
not attend the training, but who did the pre and post-tests:
1.

The Revised Questionnaire on the Sense of Humor (RQSH), (Svebak, 1974).
This 21-item instrument was designed according to a three-dimensional theory of
sense of humor and are based upon the premise that components of our individual
makeup may either activate or inhibit humor. Each item is presented with four
graded responses possible. The first dimension, ‘M’ (metamessage sensitivity) is
related to the individual’s habitual sensitivity for recognizing humor in a variety of
life situation, and is assumed to be laughter activating. The latter two dimensions
are assumed to be laughter inhibiting: Dimension ‘L’ (personal liking of humor) is
related to the individual’s habitual tendencies to dislike comic situations and
humorous roles. Dimension CE’ (emotional permissiveness) is related to the
individual’s defense strategies against experiencing emotional impulses such as
joy. With regard to construct validity, the two laughter inhibiting dimensions
were found to have a zero correlation between them, but were highly correlated
with the ‘M’ dimension, thus bearing out the theoretical construct behind this
instrument. The total scale is reported to have an internal consistency Cronbach
coefficient of .63. Stability coefficients over a one-month period for the three
subscales and total scale were .78, .58, .58, and .69 respectively (Lefcourt &
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Martin, 1986). A more recent application and appraisal of the RQHS (Franzini &
Haggerty, 1994) replicated the original author’s findings on this instrument.
2.

The Situational Humor Response Questionnaire (SHRQ), (Martin & Lefcourt,
1984). This is a twenty-one item instrument with five gradated responses possible
on each item. An overall measure of sense of humor is obtained. The test items
describe various situations ranging from everyday occurrences where a humorous
response might be expected, to events that would not usually evoke amusement
on the part of the subject. A central strength of this instrument is that the social
desirability effect, so prevalent among humor surveys, is thus avoided; the
participants’ attention if focused upon particular situations rather than their own
enduring qualities. The five responses listed for each item allow for a wide range
of humorous experiences from hearty laughter to covert amusement that is not
outwardly expressed. Reliability coefficients in the 70’s have been obtained on
this instrument. Validity studies revealed significant correlations between the
SHRQ and criteria such as observed mirth responses during an interview, peer
ratings of subjects’ sense of humor, a measure of positive mood, and rated
wittiness of impromptu comedy monologues. Test-retest reliability coefficients on
this instrument have been obtained over a one-month period in the .70’s range. In
addition, no differences in reliability have been found between males and females
(Lefcourt & Martin, 1986). This instrument, as does the RQSH, seeks to avoid
the drawbacks of other humor scales which suffer from the strong social
desirability factor endemic to self-reports of sense of humor (Babad, 1974).
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Rather than focus upon specific types of humor that may be reportedly
appreciated by a subject, the SHRQ and the RQSH purport to measure a
generalized propensity toward humor, regardless of type.

Design of the Study
A central issue in conceptualizing this study was its potential applicability for ‘line’
clinicians, i.e., persons who are actively treating clients. In that spirit, it seemed most
desirable to present the humor material to practicing therapists even though they
might be more difficult to enlist in the research than undergraduate psychology
students, who participate in research studies in order to fulfill course credit
requirements. In addition, therapists would be able to implement the techniques
covered in the workshop, and could also pass on an assessment of their effectiveness.
An added dimension that influenced my decision to try and enlist clinicians was their
access to therapy clients. If clients of the workshop participants could be persuaded
to rate their therapists’ implementation of the humor techniques included in the
training, a valuable counterpoint to the clinicians’ own self-reports of their use of
humor would be obtained.
It soon became apparent that this would be a quasi-experimental design. It was
not possible, in such an in vivo study, to randomly assign overworked and hardpressed clinicians, nor their clients for that matter, into experimental or control
groups. As a result, the statistical results obtained are limited in an inferential sense.
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The Experimental Group of clinicians is defined as those persons who attended the
workshop and agreed to participate in the study (in retrospect, only a small minority
of those who attended the workshop actually agreed to do so). This general
experimental group was divided into two subgroups: Experimental Group 1 received
the SHRQ and RQSH as part of the pre-test along with the demographic
questionnaire. Experimental Group 2 received the demographic questionnaire but did
not fill out the two sense of humor assessment instruments. The reason for this was
to ascertain whether taking these sense of humor questionnaires would influence
subsequent implementation and evaluation of the humorous techniques. The third
group of clinicians constituted the Control Group, i.e., those individuals who did not
attend the humor workshop but who undertook to complete both the pre and post¬
tests.
The post-test was distributed to all participants one month after the pre-test and
workshop for the experimental groups, and the pre-test alone for the control group.
This entailed a one page, ten-item clinicians’ questionnaire inquiring how frequently,
if at all, the humorous techniques that were covered in the training had been
implemented over the past weeks. In addition, each clinician was sent five
questionnaires to distribute to willing clients. The client questionnaire was comprised
of the same ten questions that were presented to the clinicians, but from the client’s
point of view. For example, if an item on the clinician’s questionnaire stated, Over
the past weeks I have been sharing more jokes with my clients , the item on the client
questionnaire would be worded; “over the past weeks my therapist has been sharing
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more jokes with me”. All of these items were presented in a one-through-four
multiple choice format; the lower the number chosen, the higher humor frequency
reported. Due to the low number of respondents, numbers one and two were later
combined into a high humor frequency category; numbers three and four into a low
humor frequency category.
Clinicians were asked to try and distribute all five of the client questionnaires, but
less than five were also acceptable. The clients were to write no identifying
information on their forms in order to preserve confidentiality. In addition, they were
to fold their completed forms and place in pre-supplied envelopes so that clinicians
would not have access to them. They could, of course, share this information with
their therapists if they wished to do so. To this writer’s knowledge, no humor study
has as yet accessed client responses in this manner.
It was felt that asking clients for evaluative information with regard to their
satisfaction with treatment or the therapeutic techniques being used would unduly
complicate this study. The dynamics of assessing components their treatment/treator
and of reporting this to a third party would be exacerbated by queries into the
effectiveness of particular therapeutic techniques. It was also thought that the already
present difficulties entailed in convincing clinic directors and risk-assessment officers
to host the workshop might be further complicated by the idea that this was to be a
study evaluating, even if in part, the effectiveness of treatment at their institutions.
Thus, all items on the post-test related only to the frequency of these techniques.
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The basic research design is graphically represented as follows:
Table 3.1: Research Design

Experimental 1
Experimental 2
Controls

Pre-test

Workshop

Post-test

full pre-test (Ol)
partial pre-test
(03)
full pre-test (05)

yes (X)
yes (X)

yes (02)
yes (04)

no

yes (06)

In essence, the main purpose of this study will be to demonstrate that the
dependent measures 02 and 04 are each significantly different from the same
measure in 06. Conclusions will be based upon the workshop participants selfreports on the post-test questionnaires. In addition a comparison between 02 and 04
were made in order to ascertain whether filling in the sense of humor questionnaire
constituted an influence over the post-test scores. The clients’ post-test form
responses were used as a parallel comparison to the clinician responses.
Clinician scores on Ol, 03, and 05 were compared. The sense of humor
questionnaire scores on Ol and 03 were also computed and compared in order to
ascertain whether these instruments might indicate differences between those
clinicians who opted to attend the workshop and those who did not. The statistical
operations used throughout will be described in the following chapter.

93

CHAPTER IV
RESULTS
Description of Subjects and Workshop Sites
Although approximately thirty-five psychotherapists agreed to participate in the
study, twenty-one of these actually followed through by submitting the clinician and
client post-test questionnaires. Sixty-two clients submitted post-test questionnaires.
The three-hour workshop was presented in Greenfield at the Franklin Medical
Center, the Beacon Substance Abuse Program, and at the Franklin County
Community Mental Health Center. Workshops were also presented at the Brightside
School Street Clinic in Springfield and at the Addison County Community Mental
Health Center in Middlebury, Vermont.

The Pre-Test
Participants’ Gender. Age, and Years in the Field of Mental Health
The descriptive data gleaned from the demographics pre-test questionnaire is as
follows:
With regard to gender, just over two-thirds (16) of the twenty-one clinicians who
participated in the research from start to finish were female. Seven of the women had
doctoral degrees; nine were masters level clinicians. Of the five male participants,
four were masters level clinicians and only one held a doctoral degree.
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Table 4.1: Participant Age
Age

Percentage and Number of Respondents

20 - 24

4.8%

25 - 29

0

30 - 34

9.5%

35 - 39

14.3% (n = 3)

40 - 44

23.8% (n = 5)

45 - 49

33.3% (n = 7)

50 - 54

9.5%

55 - 59

0

60 - plus

4.8%

(n = 1)

(n = 2)

(n = 2)

(n = 1)

Table 4.2: Years in Mental Health
Years in Mental Health

Percentage and Number of Respondents

1 - 2

0

3-5

23.8% (n = 5)

6-9

14.3% (n = 3)

10 - 14

23.8% (n = 5)

15 - 20

33.3% (n = 7)

0

31 — plus
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II

00

N®
Ox

21 - 30

Eighteen out of the twenty-one clinicians who participated (86%)were over the
age of 34. Fifteen (71%) of the clinicians had between 6 and 20 years in the mental
health field, and 13 (62%) had ten or more years in the profession. There were no
significant differences with regard to age and years in the profession between the
three groups of clinicians (Experimental 1, Experimental 2, and Control.) It could
thus be said that the aim of accessing a research population both older and more
experienced in the field of mental health than a group of undergraduate psychology
students, was realized.

Theoretical Affinities
The following section of the pre-test entailed ten items which inquired about the
strength of the participants’ theoretical affinities across a number of therapeutic
models. It was decided not to make these ten items mutually exclusive, i.e., the
participants were permitted to state whether they had low, medium, or high affinity
for each of the theoretical models presented. This was done in order to be able to
more accurately gauge how the therapists felt about each of these models individually
and to thus avoid the alternative of simplistic, exclusionary responses. The
breakdown of the responses across gender is also provided as a matter of interest.
However, the relatively small number of participants precludes a formal assessment of
statistical significance with regard to the sex of the participants.

96

Table 4.3: Psychodynamic Affinity
Low Affinity

Medium Affinity

High Affinity

Overall

14.3% (n = 3)

28.6% (n = 6)

57.1% (n= 12)

Male

0

40%

60%

Female

18.8% (n = 3)

18.8% (n = 3)

(n = 2)

(n = 3)

62.4% (n = 10)

Table 4.4: Object-Relations Affinity
Low Affinity

Medium Affinity

High Affinity

Overall

14.3% (n = 3)

47.6% (n = 10)

38.1% (n = 8)

Male

0

40%

60%

Female

12.5% (n = 2)

50%

(n = 2)
(n = 8)

(n = 3)

37.5% (n = 6)

Table 4.5: Existential Affinity
Low Affinity

Medium Affinity

High Affinity

Overall

57.1% (n = 12)

19.1% (n = 4)

23.8% (n = 5)

Male

40%

40%

20%

(n=l)

Female

62.5% (n = 10)

25%

(n = 4)

(n = 2)

(n = 2)

12.5% (n = 2)
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Table 4.6: Gestalt Affinity
Low Affinity

Medium Affinity

High Affinity

Overall

52.4% (n= 11)

42.9% (n = 9)

4.7%

Male

40%

(n = 2)

60%

0

Female

50%

(n = 8)

43.8% (n = 7)

(n = 3)

(n = 1)

6.2% (n = 1)

Table 4.7: Feminist Affinity
Low Affinity

Medium Affinity

High Affinity

Overall

14.3% (n = 3)

38.1% (n = 8)

47.6% (n = 10)

Male

0

80%

(n = 4)

20%

Female

18.7% (n = 3)

25%

(n = 4)

56.3% (n = 9)

(n = 1)

Table 4.8: Client-Centered Affinity
Low Affinity

Medium Affinity

High Affinity

Overall

9.5%

(n = 3)

23.8% (n = 5)

66.7% (n = 13)

Male

20%

(n = 1)

20%

(n= 1)

60%

(n = 3)

Female

6.3%

(n = 1)

18.7% (n = 3)

75%

(n = 12)
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Table 4.9: Behavioral Affinity
Low Affinity

Medium Affinity

High Affinity

Overall

19%

(n = 4)

47.6% (n = 10)

33.4% (n = 7)

Males

40%

(n = 2)

20%

40%

Females

18.8% (n = 3)

(n = 1)

43.8% (n = 7)

(n = 2)

37.4% (n = 6)

Table 4.10: Cognitive Affinity
Low Affinity

Medium Affinity

High Affinity

Overall

19%

(n = 4)

33.3% (n = 7)

47.7% (n = 10)

Males

20%

(n = 1)

20%

(n = 1)

60%

Females

6.3%

(n = 1)

50%

(n = 8)

43.7% (n = 7)

(n = 3)

Table 4.11: Strategic/Systemic Affinity
Low Affinity

Medium Affinity

High Affinity

Overall

19%

47.6% (n= 10)

33.4%

(n = 7)

Males

0

60%

40%

(n = 2)

Females

12.5% (n = 2)

43.75% (n = 7)

(n = 4)

99

(n = 3)

43.75% (n = 7)

Table 4.12: Narrative Affinity
Low Affinity

Medium Affinity

High Affinity

Overall

19%

33.3% (n = 7)

47.7% (n = 10)

Males

0

20%

80%

Females

25%

(n = 4)

(n = 4)

(n = 1)

37.5% (n = 6)

(n = 4)

37.5% (n = 6)

Therapeutic / Therapist Characteristics
The next section of the pre-test consisted of fifteen items inquiring into the extent
that certain therapeutic characteristics were valued by the participants. Such
characteristics may or may not be a determining factor in whether therapeutic levity is
considered a desirable option.
The same format was followed as on the previous segment, and responses on each
item were discreet from responses on other items. Again, the small number of
respondents precludes gender-based statistical inferences. The following data was
obtained:
Table 4.13: Enhancement of Client Insight
Low Emphasis

Medium Emphasis

High Emphasis

Overall

0

0

100% (n = 21)

Females

0

0

100% (n = 16)

Males

0

0

100% (n = 5)

100

This was one of the two items on which there was total concurrence. It appears
that insight is a valued quality, no matter the guiding theoretical model used by the
therapist. With regard to the techniques covered in the workshop, sharing jokes and
fanny stories with a therapeutic message or metaphor might appeal to insight-oriented
clinicians (Korb, 1988; Vaillant, 1976).

Table 4.14: Use of Hypnosis
Low emphasis

Medium Emphasis

High Emphasis

Overall

57.1% (n = 12)

19%

25%

Females

50%

(n = 8)

31.3% (n = 5)

18.7% (n = 3)

Males

60%

(n = 3)

0

40%

(n = 4)

(n = 5)

(n = 2)

It is not clear whether the low emphasis placed upon the use of hypnosis was due
to objection to the technique or to a lack of familiarity with it. Persons who do not
feel comfortable with hypnosis may be less likely to use a technique such as humorous
guided imagery (Prerost, 1989).

Table 4.15: Being Therapeutically Directive
Low Emphasis

Medium Emphasis

High Emphasis

Overall

23.8% (n = 5)

61.9% (n = 13)

14.3% (n = 3)

Females

31.3% (n = 5)

68.7% (n = 11)

0

Males

0

40%

60%
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(n = 2)

(n = 3)

Most of the respondents feel somewhat comfortable with being directive. With
regard to therapeutic humor, this may be a neutral trait. Levity may or may not be
accessed by the clinician when formulating the therapy plan. Use of humorous
paradox is a technique that requires a directive approach (Frankl, 1973; Erickson,
1956).

Table 4.16: Using Self-Revelation with Clients
Low Emphasis

Medium Emphasis

High Emphasis

Overall

38.1% (n= 8)

38.1% (n = 8)

23.8% (n=5)

Females

43.8% (n = 7)

31.2% (n = 5)

25%

(n = 4)

Males

0

60%

40%

(n = 2)

(n = 3)

The respondents were fairly evenly divided with regard to revealing things about
themselves to their clients. This may be a humor-neutral technique; much would
depend upon what the clinician chooses to share. A revelation of some shared
suffering or misfortune might serve to enhance the empathetic connection with a
client. Adding to such a revelation the manner in which the therapist has coped with
this issue would be an added dimension, particularly if one of the ways in which the
therapist coped was through laughter in the face of adversity.
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Table 4.17: Aiding Clients Develop Practical Coping Skills
Low Emphasis

Medium Emphasis

High Emphasis

Overall

4.8%

(n = 1)

14.3% (n = 3)

80.9% (n = 17)

Females

6.3%

(n = 1)

12.5% (n = 2)

81.2% (n = 13)

Males

0

20%

80%

(n = 1)

(n = 4)

Over four fifths of the respondents felt this was an area worthy of high emphasis in
their clinical work. Adaptive laughter may be utilized to reduce both the
physiological and psychological symptoms of distress.

Table 4.18: Being Affectively Neutral
Low Emphasis

Medium Emphasis

High Emphasis

Overall

38.1% (n = 8)

23.8% (n = 5)

38.1% (n = 8)

Females

31.3% (n = 5)

31.3% (n = 5)

37.4% (n = 6)

Males

60%

40%

0

(n = 3)

(n = 2)

The respondents seemed to be evenly divided with regard to this trait. While this
item addresses the affective neutrality of the clinician and not of the client, it might
prove quite difficult to enhance a client’s capacity for humorous enjoyment when
maintaining such a posture.
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Table 4.19: Accessing and Bringing Out Client Affect
Low Emphasis

Medium Emphasis

High Emphasis

Overall

0

23.8% (n = 5)

76.2% (n = 16)

Females

0

25%

(n = 4)

75%

(n = 12)

Males

0

20%

(n = 1)

80%

(n = 4)

Three quarters of the respondents felt that bringing out client affect was worth
emphasizing highly in treatment. This may also be a humor-neutral therapeutic trait.
Pain and distress are experienced quite differently than is adaptive coping humor. The
former does not always lead to the latter, unless the client has the capacity for such
laughter and the therapist values it.

Table 4.20: Helping Clients Appreciate Absurdity
Low Emphasis

Medium Emphasis

High Emphasis

Overall

19%

(n = 4)

42.9% (n = 9)

38.1% (n= 8)

Females

18.8% (n = 3)

31.3% (n = 5)

50.1% (n = 8)

Males

20%

80%

0

(n = 1)

(n = 4)

This is the cornerstone of both adaptive coping humor as well as of the ability to
gain an observing perspective by stepping outside oneself through laughter. It
appears as though more therapists in the group are open to helping clients appreciate
the absurd than are not, though not by a dramatically significant degree.
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Table 4.21: Maintaining Clear Client/Therapist Boundaries
Low Emphasis

Medium Emphasis

High Emphasis

Overall

4.8%

(n= 1)

14.3% (n = 3)

80.9% (n = 17)

Females

6.3%

(n= 1)

13%

(n = 2)

80.8% (n = 13)

Males

0

20%

(n = 1)

80%

(n = 4)

Four fifths of the group place high value on maintaining appropriate boundaries
with their clients. This trait may also be humor-neutral. Appropriate in-session levity
does not entail violating client/therapist boundaries.

Table 4.22: Helping Clients Access Own Past Strengths
Low Emphasis

Medium Emphasis

High Emphasis

Overall

0

9.5%

90.5% (n = 19)

Females

0

0

Males

0

40%

(n = 2)

(n = 2)

100%

(n = 16)

60%

(n = 3)

Nine tenths of the group placed high value on this aspect of treatment. While, in
an intuitive sense, the accessing of past strengths would seem an uplifting and
optimistic experience for the client, the ability to utilize humor might not necessarily
be one of these past strengths.
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Table 4.23: Reframing of Ideas, Expectations, and Perceptions
Low Emphasis

Medium Emphasis

High Emphasis

Overall

0

0

100% (n = 21)

Females

0

0

100% (n = 16)

Males

0

0

100% (n = 5)

*This was the remaining item on which total concurrence was reported by the group,
and may be yet another humor-neutral therapeutic trait. While refraining clients’
expectations and perceptions can indeed be done in a surprising and humorous
manner, levity is certainly not the only way in which to present a client with a fresh
perspective.

Table 4.24: Use of Strategic Interventions and Injunctions
Low Emphasis

Medium Emphasis

High Emphasis

Overall

14.3% (n = 3)

47.6% (n = 10)

38.1% (n=8)

Females

18.8% (n = 3)

50%

(n = 8)

31.2% (n = 5)

Males

0

60%

(n = 3)

40%

(n = 2)

Most of the respondents held a moderate view of this type of intervention. Humor
may or may not appear as part of strategic injunctions. Indeed, such interventions
may be initially experienced by the client as anything but funny (Madanes, 1987).
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Table 4.25: Use of Confrontation
Low Emphasis

Medium Emphasis

High Emphasis

Overall

14.3% (n = 3)

61.9% (n= 13)

23.8% (n = 5)

Females

18.8% (n = 3)

62.4% (n = 10)

18.8% (n = 3)

Males

0

60%

40%

(n = 3)

(n = 2)

The majority of respondents seemed to place moderate emphasis on therapeutic
confrontation. Humor could enter the picture if the confrontation entailed gently
poking fun at the client’s maladaptive behavior or ideas (and not, of course, at the
client her/himself). Confrontation can, of course, be done without humor as well.

Table 4.26: Use of Jokes and Funny Stories
Low Emphasis

Medium Emphasis

High Emphasis

Overall

38.1% (n = 8)

23.8% (n = 5)

38.1% (n = 8)

Females

31.3% (n = 5)

25%

(n = 4)

43.7% (n = 7)

Males

40%

40%

(n = 2)

20%

(n = 2)

(n = 1)

This item was probably the most direct in asking about the participants’ inclination
to use levity with their clients. The finding that the group was more evenly divided
over this question than in agreement might be a commentary on the very controversial
nature of the subject of therapeutic humor.
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Table 4.27: Emphasis Upon the Future
Low Emphasis

Medium Emphasis

High Emphasis

Overall

0

61.9% (n= 13)

38.1% (n = 8)

Females

0

62.5% (n = 10)

37.5% (n = 6)

Males

0

60%

40%

(n = 3)

(n = 2)

There was a medium to high emphasis placed on this factor. This may be another
humor-neutral therapeutic value. Enhanced coping skills and the ability to perceive a
wider array of behaviors and possibilities may or may not entail humor.

Attitude Toward Humor
This ten-item segment of this writer’s construction sought to address the
respondents’ attitude toward humor and therapeutic levity. The focus was not upon
their own sense of humor, which was addressed in the subsequent humor scales, but
rather the likelihood of their using humor with clients. The respondents’ past
experience with humor was also explored, as well as the extent to which therapeutic
humor was taught in their graduate programs. While the relatively small number of
participants did not make possible a formal assessment of statistical significance with
regard to these attitudes and the extent to which the individuals found the training
applicable, the following results are of interest as pertaining to overall attitudes:
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Table 4.28: Engagement in Levity with Clients
Low Frequency

Females

6.3%

High Frequency

23.8% (n= 5)

71.4% (n = 15)

20%

(n= 1)

80%

25%

(n = 4)

68.7% (n =11)

h

0

II

Males

a

00

N°

ox

Overall

Medium Frequency

(n = 1)

(n = 4)

Given how divided the respondents were in the previous segment with regard to
the value placed on using humor with clients, it is of interest that most reported a high
degree of levity in their sessions.

Table 4.29: Most Likely to Use Levity
Children and
adolescents

Adults

Families or
groups

Colleagues
when
discussing
cases

Overall

19%

(n = 4)

42.9% (n = 9)

0

38.1% (n = 8)

Males

40%

(n = 2)

20%

(n=l)

0

40%

Females

6.3%

(n=l)

56.3% (n = 9)

0

37.4% (n = 6)

(n = 2)

The highest number of respondents may feel that levity is more appropriate with
adults. Another explanation might be that they do not know how to use humor with
children. Making clinically distressed children laugh is not necessarily a
therapeutically negative thing to do, nor does laughter preclude more somber
interventions. Laughing with colleagues when discussing cases can provide much
needed relief from the distress and frustrations of clinical work.
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Table 4.30: Use of Provocative Bantering
Low Frequency

Medium Frequency

High Frequency

Overall

52.4% (n = 11)

38.1% (n = 8)

9.5%

Males

60%

40%

0

Females

43.7% (n = 7)

(n = 3)

(n = 2)

(n = 2)

18.8% (n = 3)

37.5% (n = 6)

Most of the respondents reported low to medium use of provocative bantering. This
may indicate an awareness of how humor could be used in an overly aggressive
manner. It may also indicate some discomfort in using kidding or humorous cajoling
as a way of shifting clients from problematic stances.

Table 4.31: The Butt of the Punch-Line
Me

Some
outside
person or
thing

The client

Some
human
foible

No
particular
butt or
punch-line

Overall

17% (n = 4)

17% (n = 4)

0

27% (n = 6)

39% (n = 7)

Males

20% (n = 1)

20% (n= 1)

0

20% (n= 1)

40% (n = 2)

Females

12.5%

12.5%

0

31.2%

43.8%

(n=2)

(n = 2)

(n = 5)

(n = 7)

The finding that none of the respondents acknowledged using clients as the butt of
jokes may denote sensitivity to the potential misuses of in-session levity.
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Table 4.32: Gender of the Client and Therapist
the same sex

opposite sex

doesn 7 matter

Overall

5%

0

95%

Males

0%

0

100% (n = 5)

Females

6.3% (n = 1)

0

93.7% (n= 15)

(n = 1)

(n = 20)

The overall response on this item could indicate the potential for greater flexibility
in clinicians’ conceptualizing of humor application across a variety of cases.

Table 4.33: Telling Jokes Outside of Work
rarely or never

sometimes

frequently

Overall

42.9% (n = 9)

33.3% (n = 7)

23.8% (n = 5)

Males

40%

20%

40%

Females

43.7% (n = 7)

(n = 2)

(n = 1)

37.5% (n = 6)

(n = 2)

18.8% (n = 3)

Most of the respondents had a low to moderate assessment of their sharing of
jokes outside of work. The conviction that one may enjoy hearing jokes but did not
know how to remember or to tell them was often expressed by workshop participants
to this writer. This finding may accentuate the need for trainees in a therapeutic
humor program to actually practice being funny in addition to being provided with
jokes and funny stories to share with clients
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Table 4.34: Therapeutic Humor Covered in Graduate School

Overall

Very much
so
0

Fairly
frequently
0

Somewhat

Rarely

Never

4.7%

42.9%

52.4%

(n=l)

(n = 9)

(n=H)

Males

0

0

20% (n =1)

60% (n = 3)

40% (n = 2)

Females

0

0

0

37.5%

62.5%

(n = 6)

(n = 10)

The finding that only 5% of the respondents remembered the topic of therapeutic
humor having been even somewhat covered in their graduate programs speaks for
itself with regard to the importance generally relegated to this area.

Table 4.35: Humor in Family of Origin
Infrequently

Somewhat

Frequently

Overall

38.1% (n = 8)

33.3% (n= 7)

28.6% (n = 6)

Males

40%

40%

20%

Females

37.4% (n = 6)

(n = 2)

(n = 2)

31.3% (n = 5)

(n = 1)

31.3% (n = 5)

The respondents were fairly equally divided with regard to this factor. In addition,
it was not clear from this item whether the humor experienced in their families was
remembered as positive or negative.

112

Table 4.36: Butt of Aggressive Humor
Never

Hardly ever

Somewhat

Often

Always

4.8%

42.9%

38% (n = 8)

9.5%

4.8%

(n=l)

(n = 9)

(n = 2)

(n=l)

Males

0

20% (n = 1)

60% (n = 3)

20% (n = 1)

0

Females

12.5%

49.9%

25% (n = 4)

6.3%

6.3%

<n = 2)

(n = 8)

(n=l)

(n=l)

Overall

Most of the respondents reported having low to moderate experience of being
victimized by aggressive teasing. This would most probably be an inhibition toward
engaging in levity with clients.

Table 4.37: Witnessed Others as Targets of Derisive Humor

Overall

Never

Rarely

Sometimes

Often

Always

0

19.4%

66.7%

9.5%

4.8%

(n = 4)

(n = 14)

(n = 2)

(n=l)

Males

0

0

80% (n = 4)

20% (n = 1)

0

Females

0

25% (n = 4)

62.4%

6.3%

6.3%

(n = 10)

(n=l)

(n=l)
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The majority of respondents reported having had moderate experience of
witnessing derisive humor. This might, of course, be an inhibitory factor as well with
regard to ones willingness to entertain the possibility of applying therapeutic humor.

The Sense of Humor Scales
The two sense of humor assessment instruments, the Situational Humor Response
Questionnaire and the Revised Questionnaire on the Sense of Humor were
administered to one half of the experimental as well as to the control clinicians. A
correlation coefficient of 0.77 was obtained between the scores on these two
instruments. Thus, it appears as though the SHRQ and the RQSH come close to
measuring the same constructs.
The normative mean score on the SHRQ is given as 59.6; the normative S.D. is
9.06. This instrument does not provide qualitative descriptors of sense of humor that
are related to scores obtained. Rather, correlations were conducted with various
groups in order to assess the test’s validity. None of the present research participants
deviated above or below one standard deviation of the normative mean.
The normative mean score on the RQSH is given as 59.3; the normative S.D. is
5.5. As with the SHRQ, the RQSH does not provide qualitative descriptors of sense
of humor with respect to scores obtained. None of the research participants deviated
above or below one standard deviation of the normative mean.
A t-distribution was then performed for the experimental and control group scores
on the SHRQ, with the result of t = 1.16; p = n. s. There did not appear to be a
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significant difference between the experimental and control clinicians on this
instrument.
A t-distribution was next calculated for experimental and control clinicians on the
RQSH, with the result of t = 1.32; p = n.s. Thus, there does not appear to be a
significant difference between the groups on this instrument.
As to the predictive validity of these scales with regard to the clinicians’ post-test
scores: A correlation coefficient of .06 was obtained between the SHRQ and the
post-test questionnaire responses. It appears from this that the qualities measured on
the SHRQ are not strongly related to those that would denote a report of high
utilization of therapeutic humor, at least as taught or measured in this study. A
correlation coefficient of -.32 was obtained between the RQSH scales and the
clinicians’ post-test scores. Given that lower scores on the post-test indicated higher
humor frequency, the negative correlation coefficient between the qualities measured
on the RQSH and the clinicians’ self-reports of humor usage, while not statistically
significant, may show a closer affinity than did the SHRQ comparison.

The Post-Test
The Main Effect: Clinicians
As stated in the previous chapter, the study’s post-test entailed both clinician and
client questionnaires inquiring about the frequency with which the humor techniques
covered in the workshop had been used in the weeks following the training. The
overall hypothesis of this research was that attending the humor training workshop
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would bring about an increase in the frequency of therapeutic humor both in
clinician’s own self-reports and their clients’ parallel assessments.
In order to assess whether there existed a statistically significant difference
between the clinicians’ reports of post-workshop humor frequency, a one-way
analysis of variance was performed between the three groups. Group Xa consisted of
the clinicians who attended the training and who received the two sense of humor
instruments as part of the pre-test. Group Xb were training attendees who did not
receive those instruments as part of the pre-test (the higher the score, the lower the
level of reported humor frequency). The results of the ANOVA are as follows:

Table 4.38: Clinician Summary and ANOVA
Groups

N

Mean

S.D.

Controls

1

2.93

0.17

Xa

7

2.54

0.16

Xb

7

2.27

0.17

Source of Var.
Between Grp.

SS
1.526667

DF
2

MS
0.763333

Within Grp.

3.005714

18

0.166984

Total

4.532381

20

F = 4.57;

df= 20;

p < .05
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F crit.
3.554561

The results indicate a significant difference between the group averages at the .05
level.
In order to assess where this difference occurred between the three groups, a
Tukey Post-Hoc comparison was next performed. With respect to the Xa and
Controls, the following result was obtained: Q = 4.3; p < .05. With respect to the
Xb and Controls, the following result was obtained: Q = 7.3; p < .01. Finally, the
two experimental group halves (Xa and Xb) were compared, with the following
result: Q = 3; p = n.s.. These results can be illustrated thus:

Table 4.39: Clinicians’ Post-Test
Xa Clinicians = Xb Clinicians
Xa Clinicians < Control Clinicians (at .05)
Xb Clinicians < Control Clinicians (at .01)

Thus, with regard to reported humor frequency, both halves of the experimental
group differed significantly from the Control group, but did not differ between
themselves.
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The Main-Effect: Clients
Clients of the participating therapists completed post-test reports of therapeutic
humor frequency. A one-way analysis of variance was performed between the three
groups of clients:

Table 4.40: Client Summary and ANOVA
Groups

N

Mean

S.D.

Controls

1

2.78

0.14

Xa

1

2.28

0.11

Xb

1

2.59

0.08

Source of
Var.
Between Grp.

SS

DF

MS

F crit.

0.8682

2

0.4341

3.554561

Within Grp.

2.024629

18

0.112479

Total

2.892829

20

F = 3.86;

df = 20;

p < .05

There appeared to exist a significant difference between the group averages at the
.05 level.
A Tukey Post-Hoc comparison was performed in order to assess between which
groups this difference occurred. A comparison of the Xa and Controls yielded the
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following result: Q = 7; p<.01. A comparison of Xb and Controls yielded: Q =
2.57; p = n.s. Finally, a comparison of Xa and Xb produced the following result: Q
= 4.43; p < .05.

Table 4.41: Clients’Post-Test
Xa Clients < Xb Clients (at .05)
Xa Clients < Control Clients (at .01)
Xb Clients = Control Clients

The clients of those therapists who attended the workshop and who took the sense
of humor questionnaires (Xa) reported a significantly greater use of in-session levity
at the .05 level than did the clients of the workshop participants who did not receive
these questionnaires (Xb). The Controls reported even less frequency of in-session
humor when compared to the Xa group, at the .01 level. Xb and Controls did not
differ significantly in their report of humor frequency.

The Clinician Post-Test Questionnaires in Detail
The information obtained from the 10-item clinician post-test questionnaires
follows. A chi-square calculation was performed for each item. Statistical
significance at the .05 level of probability was chi-square = 7.815; chi-square =
11.345 at .01 level. The small number of participants (21) reduced the possibility of
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inferring statistical significance. However, the cumulative effect of the response trend
did appear to point to a difference between the control and experimental group
averages (though not between the two halves of the experimental group which were
combined subsequent to this finding). Percentages will be provided in order to
illustrate this trend as it manifested itself item by item:

Table 4.42: Clinician Report of Joke-Sharing
Experimental

Control

Overall

True

50%

(n = 7)

28.6% (n = 2)

42.9% (n = 9)

Not True

50%

(n = 7)

71.4% (n = 2)

57.1% (n = 12)

Chi-square = 3.98;

p = n.s.

Table 4.43: Clinician Report of Client Joke-Sharing

28.6% (n = 4)

0

19%

(n = 4)

Not True

71.4% (n = 10)

81%

(n= 17)

Chi-square = 4.72;

p = n.s.
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Table 4.44: Clinician Report of Sharing Jokes with Life Lesson
Experimental

Control

Overall

True

78.6% (n= 11)

14.3% (n = 1)

57.1% (n = 12)

Not True

21.4% (n = 3)

85.7% (n = 6)

42.9% (n = 9)

Chi-square = 9.22;

p < .05

Table 4.45: Clinician Report of Poking Fun at Self
Experimental

Control

Overall

True

71.4% (n= 10)

57.1% (n = 4)

75%

(n= 14)

Not True

28.6% (n = 4)

42.9% (n = 3)

25%

(n = 7)

Chi-square = 0.18;

p = n.s.

Table 4.46: Clinician Report of Laughing with Clients
Experimental

Control

Overall

True

64.3% (n = 9)

57.1% (n = 4)

61.9% (n = 13)

Not True

35.7% (n = 5)

42.9% (n = 3)

38.1% (n = 8)

Chi-square = 2.24;

p = n.s.
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Table 4.47: Clinician Report of Using Humorous Imagery
Experimental

Control

Overall

True

28.6% (n = 4)

14.3% (n= 1)

23.8% (n = 5)

Not True

71.4% (n = 10)

85.7% (n = 6)

76.2% (n = 16)

Chi-square = 0.78;

p = n.s.

Table 4.48: Clinician Report of Using Paradoxical Statements
Experimental

Control

Overall

True

21.4% (n = 3)

14.3% (n= 1)

19%

(n = 4)

Not True

78.6% (n= 11)

85.7% (n = 6)

81%

(n = 17)

Chi-square = 0.75;

p = n.s.

Table 4.49: Clinician Report of Using Absurd Exaggeration
Experimental

Control

Overall

True

35.7% (n= 5)

28.6% (n = 2)

33%

(n = 7)

Not True

64.3% (n = 9)

71.4% (n = 5)

67%

(n = 14)

Chi-square = 0.60;

p = n.s.
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Table 4.50: Clinician Report of Making Clients Aware of Absurdity
Experimental

Control

Overall

True

64.3% (n = 9)

42.9% (n = 3)

57.1% (n= 12)

Not True

35.7% (n = 5)

57.1% (n = 4)

42.9% (n = 9)

Chi-square = 4.06;

p = n.s.

Table 4.51

Clinician Report of Helping Clients’ Self-Amusement
Experimental

Control

Overall

True

64.3% (n= 9)

42.9% (n = 3)

57.1% (n = 12)

Not True

35.7% (n = 5)

57.1% (n = 4)

42.9% (n = 9)

Chi-square = 4.06;

p = n.s.

The Client Post-Test Questionnaires in Detail
The data obtained on the ten item client post-test questionnaires follows. As with
the client questionnaires, the two halves of the experimental group were combined, as
no statistical significance was found between them. Sixty-two clients completed these
forms.
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Table4.52: Client Report of Therapist Joke-Sharing
Experimental

Control

True

68.4% (n = 26)

50%

(n = 12)

61.3% (n = 38)

Not True

31.6% (n = 12)

50%

(n = 12)

38.7% (n = 24)

Chi-square = 3.89;

p = n.s.

Overall

Table 4.53: Client Report of Own Joke-Sharing
Experimental

Control

Overall

True

57.9% (n = 22)

54.2% (n= 13)

56.5% (n = 35)

Not True

42.1% (n = 16)

45.8% (n = 11)

43.5% (n = 27)

Chi-square = 0.51;

p = n. s.

Table 4.54: Client Report of Jokes with Life Lesson
Experimental

Control

Overall

True

73.7% (n = 28)

54.2% (n = 13)

66.1% (n = 41)

Not True

26.3% (n = 10)

45.8% (n = 11)

33.9% (n = 21)

Chi-square = 7.71;

p = n.s.
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Table 4.55: Client Report of Therapist Poking Fun at Self
Experimental

Control

Overall

True

65.8% (n = 25)

20.8% (n = 5)

48.4% (n = 30)

Not True

34.2% (n = 13)

79.2% (n = 19)

51.6% (n = 32)

Chi-square = 7.12;

p = n.s.

Table 4.56: Client Report of Laughing More in Therapy
Experimental

Control

Overall

True

78.9% (n = 30)

66.6% (n = 16)

74.2% (n = 46)

Not True

21.1% (n = 8)

33.4% (n = 8)

25.8% (n = 16)

Chi-square = 3.56;

p = n. s.

Table 4.57: Client Report of Humorous Imaging
Overall

Experimental

Control

True

50%

(n= 19)

25%

(n = 6)

40.3% (n = 25)

Not True

50%

(n = 19)

75%

(n = 18)

59.7% (n = 37)

Chi-square = 3.62;

p = n.s.

125

Table 4.58: Client Report of Paradoxical Statements
Experimental

Control

True

44.7% (n = 17)

25%

(n = 6)

37.1% (n = 23)

Not True

55.3% (n = 21)

75%

(n = 18)

62.9% (n = 39)

Chi-square = 2.52;

p = n.s.

Overall

Table 4.59: Client Report of Absurd Exaggeration
Experimental

Control

Overall

True

18.4% (n = 7)

12.5% (n = 3)

16.1% (n= 10)

Not True

81.6% (n = 31)

87.5% (n = 21)

83.9% (n = 52)

Chi-square = 0.2;

p = n.s.

Table 4.60: Client Report of Awareness of Absurdity
Experimental

Control

Overall

True

71.1% (n = 27)

45.8% (n = 11)

61.3% (n = 38)

Not True

28.9% (n = 11)

54.2% (n = 13)

38.7% (n = 24)

Chi-square = 5.04;

p = n.s.
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Table 4.61: Client Report of Self-Amusement

Experimental

Control

Overall

True

71.1% (n = 27)

70.8% (n = 17)

71% (n = 44)

Not True

28.9% (n = 11)

29.2% (n = 7)

29% (n = 18)

Chi-square = 0.15;

p = n.s.
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CHAPTER V
CONCLUSIONS AND IMPLICATIONS
Limitations of the Study
All statistical inferences with regard to the findings obtained in this study are
mitigated by the non-randomization of subject samples. True randomization would
have entailed the arbitrary assignment of clinicians into the two experimental group
halves as well as to the control group. As mentioned earlier, it was a task of no little
complexity to get harried line-clinicians to devote three hours of their decreasingly
available time to attend the workshop, much less to convince clinic directors that the
area of therapeutic humor held enough value for their staff to justify hosting the
training at all. Recruiting workshop attendants to participate in the research was even
more involved; filling in the post-test questionnaires entailed not only a commitment
of their own time, but of their clients’ session time as well. There was some
uneasiness expressed by certain of these therapists about devoting precious session
time to this, as well as the ethical soundness of utilizing clients for the purposes of
research. True randomization, then, could be seen as even further from the present
realm of possibility as it might have necessitated some system of having the therapists
arbitrarily assign which clients were to receive the post-test questionnaires.

Questions of Conclusion Validity
Non-randomized or quasi-experimental designs carry with them certain threats to
the internal validity of a study. For example, it is certainly possible to ask whether
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there was some confounding factor, unmeasured by any of the instruments employed,
that caused certain clinicians to attend the workshop while others opted to forgo the
training but still participate in the study as control subjects.
Did the workshop participants have a greater affinity for humor in the first place?
While not being able to randomly assign clinicians to the research groups represents
the absence of the ideal solution to this problem, the t-distribution of the SHRQ and
the RQSH experimental and control scores suggests no statistical difference between
the members of these two groups with regard to ambient sense of humor.
How did the participating therapists choose which of their clients to enlist in the
research by filling out questionnaires? Were these clients selected on the basis of
existing therapeutic rapport? Were they perceived as having the highest appreciation
for humor in the first place? Were they viewed as being the clients most likely to give
their therapists a ‘positive score’ on the questionnaires? Would the natural
maturation process of therapy, even during the weeks following the workshop, bring
about of itself a higher degree of client-clinician levity? Given both time-constraints
and therapist anxiety about distributing the client questionnaires, there was no
opportunity to randomize client participation.
This writer’s instructions to the participants to distribute the questionnaires only to
individuals to whom it would not be therapeutically inappropriate to do so were a less
than ideal attempt to leave room for inclusion of a wide array of clients as possible
under the circumstances. The only other qualification given was not to distribute the
questionnaires on the basis of who thought the therapist was funny and who did not.
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With regard to this latter point it may be of interest to note that on two occasions
participants reported that their clients, upon completing the questionnaire, asked why
the humor techniques had indeed not been employed as they would have appreciated
some more levity in the sessions.
In defense of the decision to implement a quasi-experimental design, it can be said
that such designs

. .are useful when we are trying to examine relationships in

applied settings. It is critically important that counseling psychologists conduct their
research with real clients, workers, and students. Often, experimental designs are not
possible in these settings for a variety of logistical, methodological, and ethical
reasons” (Heppner, Kivlighan, & Wampold, 1992, pp. 165-166). As has been stated
previously, a central goal of this research was to apply therapeutic humor techniques
to therapists and their clients in realistic settings.

Statistical Power
“Power refers to the probability of correctly deciding that there is a true
relationship, if indeed a true relationship exists. Clearly, if there is a true
relationship, we want to design a study that is able to detect this relationship.
Studies with low power often result in the conclusion that no relationship
exists when in fact a true relationship exists. Insufficient power most often
results from using too few subjects” (Heppner, Kivlighan, & Wampold, 1992,
p. 49).
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Due to the reasons mentioned in the previous section, the final number of
clinicians who actually followed through on the research from beginning to end was
below the number that could have been wished for this project. The upshot of this
was a level of statistical power which precluded operations that were envisioned at
the inception of the research. For example, there were too few participants to make
meaningful comparisons of gender, age, type of academic degree, or of theoretical
orientation with post-test results. As a result, much of the demographic data has
retained descriptive but not inferential value. It may be said, then, that the present
study may have raised more questions than it came to answer.

Discussion of Results Obtained
The Sense of Humor Questionnaires
With a correlation coefficient of .77, it may be said that the Situational Humor
Response Questionnaire and the Revised Questionnaire on the Sense of Humor came
close to measuring the same constructs as they appear related to humor. The authors
of the SHRQ report significant correlations between the SHRQ and criteria such as
...’’observed mirth responses during an interview, peer ratings of subjects’ sense of
humor, a measure of positive mood, and rated wittiness of impromptu comedy
monologues” (Martin & Lefcourt, 1984, p. 145). The test is also attractive in that it
allows subjects to report convert experiences of amusement that might not be socially
acceptable if expressed openly. Yet, whatever the humor-related constructs it indeed
measures, a correlation coefficient of .06 showed that the SHRQ had poor predictive
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validity with respect to clinicians’ reports of frequently utilizing the therapeutic humor
techniques offered in the training.
A correlation coefficient of -.32 between the RQSH and the post-test scores also
lacked statistical significance. Yet, there did appear to be some negative relationship
between clinicians’ reports of humor frequency and this instrument. Correlation
coefficients were obtained between the post-test scores and the three RQSH sub¬
scales: ‘A/’ (habitual sensitivity to humorous messages): r =. 13; ‘L' (habitual
tendencies to dislike humorous roles and comic situations): r = -.21; and lE’ (defense
stratagems against emotional impulses such as joy): r = -.73. Thus, the negative
relationship between the RQSH and the post-test appears to be derived from the sub¬
scale dealing with the tendency to suppress certain emotions, as shown by the items
on the ‘E’ scale.
Based upon this finding, it could be conjectured that successful implementation of
therapeutic humor techniques such as were offered in the training is conversely
related to an individual’s tendency to constrict affective spontaneity in general and
humorous emotional experiences in particular. In an intuitive sense at least, such a
hypothesis would seem reasonable given that so much of humor appreciation and
generation is tied to the capacity to permit positive and often spontaneous affective
experience.
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Post-Test Findings
Within the limitations of the study design, there may be basis to state that some
meaningful main effects have occurred. As concerns the clinicians who participated in
the study, no significant statistical difference was detected between the two halves of
the experimental group with regard to their post-test evaluations of therapeutic humor
utilization. However, a significant difference did appear to exist between the
experimental and control groups of clinicians, with the control group reporting lower
levels of humor usage than did the experimental group. Taken at face value, these
findings could be congruent with the judgment that the workshop was indeed
effective in motivating its participants to implement some of the humorous techniques
that were covered, at least by their own self-reports.
Among the clients’ post-test responses, there appeared to exist a significant
difference between the two experimental halves, i.e., between the clients of those
clinicians who took the pre-test humor assessment tests and those who did not.
Specifically, the clients of the humor assessment therapists appeared to report a
higher degree of therapeutic frequency than did those of the therapists who did not
receive the SHRQ and the RQSH. In addition, while this latter group of clients did
not differ significantly from the control clients on their frequency reports, both
experimental halves reported a higher frequency of humor usage than did clients of
the therapists who did not attend the workshop.
These findings are somewhat different than those of the clinicians’ post-test, where
a clearer dichotomy between experimental and control groups was in evidence. It

133

may be that by the time the humor techniques reached the clients, their effects were
more diffuse than the initial impressions the clinicians had of them during the training
itself: The client post-test findings may have been a fluke. It is possible that
therapists, as a whole, were more influenced by a social desirability factor; they may
have been more hesitant to acknowledge that the ‘humor lesson did not sink in’.. It
may also be that clients and therapists have different perceptions of what goes on in
treatment. The following section may help support this latter consideration.

The 10 Post-Test Items: Comparison of Clients’ and Clinicians’ Responses
The first item asked whether more jokes were being shared in-session by the
therapist. The experimental (workshop) therapists were divided evenly, while 68% of
the experimental clients felt that there was more joke-telling by their therapists. While
these differences are statistically slight, they may lend credence to the idea that clients
and therapists have differing views of what transpires during a session. Only 25% of
the control clinicians felt that they were telling more jokes; the control clients were
divided evenly in their response. Thus, clinicians who did not attend the workshop
saw themselves as sharing fewer jokes; their clients, however, saw these therapists as
being somewhat more humorous than did the therapists themselves.
Item #2 asked if clients have been sharing more jokes with their therapists. None
of the control clinicians reported that their clients were sharing more jokes; 71% of
the experimental therapists concurred. This finding may mean that the workshop
‘graduates’ were somewhat more sensitized to their clients’ humor. The experimental
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and control clients were quite similar in their reports; 58% of the former and 54% of
the latter group reported they were sharing more jokes with their therapists.
Item #3 asked whether therapists were sharing more jokes or humorous stories
that seemed to have a therapeutic point or life lesson to them. At the .05 level, there
was a significant difference between the control therapists’ responses on this item:
only 13% reported that they were sharing such stories, while 87% reported that they
were not. This contrasts sharply with the group of therapists that attended the
workshop; 79% reported that they had indeed been sharing such humor with their
clients. Among the clients, 74% in the experimental group reported that they had
been hearing such stories from their therapists, while 54% of the control group
reported the same. It may be that the booklet of such jokes and stories that was
distributed to the training attendees had a positive effect on the implementation of this
therapeutic humor technique.
Item #4 asked whether therapists had been gently poking fun at their own human
foibles in session. Therapists had not dissimilar responses; 71% of the experimental
group reported a greater incidence of such behavior, while 62% of the control
therapists reported the same. Client reports were more dichotomous, with 65% of
the experimental group reporting their therapists engaging in such humor and 21% of
the control clients reporting the same. This finding raises the question of whether our
clients view our behavior differently than we do. An additional question may be to
what extent are clients more sensitive than therapists to how their treators relate to
themselves with regard to humorous self-acceptance.
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Item #5 asked to what extent both therapist and client are sharing more laughter.
Both the experimental and control clinicians had similar responses, with 64% and
63% respectively reporting a rise in such shared laugher. The clients’ responses were
also not dissimilar; 79% of those in the experimental group and 65% in the control
group reported increased shared laughter. This may be a result of enhanced rapport
that accompanies therapeutic maturation, at least in most of the cases reported. The
finding could also be a sign that therapists may have distributed questionnaires to
those clients who were most likely to give a positive report.
Item #6 asked to what extent therapists had been using an increasing amount of
humorous imagination exercises. The majority of responses in all the groups were to
the negative. Among clinicians, 71% of the experimentals and 87% of the controls
reported no increase in humorous imaging. Among their clients, 51% of the
experimental group and 75% of the control group reported the same. Even with the
slight difference in favor of the experimental groups it seems that this was not a
popular or perhaps easy technique in general.
Item #7 asked whether the therapists had been making an increasing amount of
paradoxical statements or interventions. Negative responses predominated with
regard to this technique as well. Among therapists, 79% of the experimentals and
87% of the controls reported no increase in paradoxical interventions. Among their
clients, 55% of the experimentals and 75% in the control group reported the same.
As with the previous technique of humorous guided imagery, it may be that using
paradoxical interventions entails a not inconsiderable therapeutic shift that might need
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to be accompanied by far more preparation and theoretical concurrence than the
workshop provided. It may also be that there was lack of clarity as to what ‘paradox’
meant, as two clients wrote on their questionnaires that they were not sure of the
meaning of the word.
Item #8 asked whether therapists had been using an increasing amount of absurd
exaggeration with their clients. All the groups’ responses were markedly negative.
Among clinicians, 64% of the experimental group and 75% of the controls reported
no increase in the use of absurd exaggeration. Similarly, 82% of the experimental and
87% of the control clients reported no increase in the use of this technique. These
results may have appeared due to the resemblance exaggeration has with sarcasm or
aggressive humor, causing hesitancy on the part of therapists to engage in it.
Item #9 asked whether therapists had been making clients more aware of the
ironies and absurdities of life. Among therapists, 64% of the experimental group
reported an increase in this technique, while 38% of the control clinicians reported
and increase. Thus, there was some indication that those therapists who had attended
the workshop may have been utilizing irony and the appreciation of the absurd. 72%
of the experimental clients reported an increase, while 46% of the control clients
reported the same. While not dramatically disparate, these results may reflect an
across group concurrence that those clinicians who attended the workshop were
indeed being more reflective of life’s ironies in such a manner that this was being
communicated to their clients.
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Finally, item #10 asked whether therapists had been helping clients find more
things about themselves or their circumstances amusing. While 64% of the
experimental clinicians responded positively on this item, control clinicians were
evenly divided. Among the clients, 71% in both the experimental and control groups
responded positively. These results could be an indication of enhanced therapeutic
rapport over time, or indeed of therapeutic progress if the capacity for being amused
at life is held to be congruous with emotional well-being.

Conclusions and Directions for Further Study
Overall Results
Given the limitations of the study, there may be indication that the workshop in
therapeutic humor had some influence on the subsequent behavior of the therapists
who attended. According to the participants’ self-reports, workshop attendees
utilized a higher frequency of certain therapeutic humor techniques with their clients
than did the therapists who did not attend the training. Client reports produced a
somewhat more ambiguous picture; only the patients of those therapists who took the
humor questionnaires as part of the pre-test reported a significantly higher degree of
therapeutic humor than did the clients of the therapists who did not attend the
training. However, both clinician and client control groups reported a lower
frequency of therapeutic humor in their sessions.
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The Humor Assessment Scales
The two sense of humor assessment scales detected no significant difference
between experimental and control therapists. This finding may have addressed, in
part, the question of subject self-selection into non-randomized groups. In addition,
none of the clinicians who took SHRQ and RQSH scored above or below one
standard deviation from those tests’ averages. Yet, the main contribution of the two
instruments to the research may lie in the apparent paradox that neither of these
humor assessment scales, as a whole, offered significant predictive validity with
regard to the likelihood of the therapists to engage in therapeutic humor with their
clients. Indeed, only the tL> Scale of the RQSH, that dealing with affective and
humor inhibition, had a significant correlation with therapist post-test reports of
humor frequency. Individuals who reported a higher degree of affective and
humorous inhibition and constriction, as measured on this scale, also reported a lower
level of humor utilization. Thus, it may not be an clinician’s overall sense of humor
that most strongly determines whether she or he will be funny in session, but rather
characteristics such as comfort with certain types of emotional arousal and affective
interactions with others.
Given this finding, a future area of study might focus upon the predictive validity
of other measures with respect to humorous behavior in general, and therapeutic
humor in particular. If, as Svebak (1974) hypothesizes, defenses against joyful
emotional experiences and impulsiveness play an integral goal in an individual’s
predilection for humorous behavior, projective assessment could be of use in
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predicting who will be funny with clients, or indeed, which clients might benefit from
therapeutic levity. The Rorschach Inkblot Test, for example, deals with cognitive
factors and defensive styles that may mediate an individuals levels of affective arousal
(Exner, 1993). Either of these characteristics might be mitigating factors in an
individual’s comfort with experiencing humor. The Thematic Apperception Test
offers another instrument for sampling a person’s characteristic experiences of
differing types of arousal, and assesses factors such as stimulus barriers and defensive
functions (Beliak, 1993). The MMP1 is yet another projective instrument that could
be used in a predictive assessment of therapeutic humor predisposition; structured
scales are offered for such factors as shyness/self-consciousness, social avoidance,
repression,, anxiety, and social discomfort (Greene, 1991, pp. 372-381). Any one of
these factors could represent a promising area for study, given their relationship with
affective experience.

The Therapeutic Humor Techniques
In order to better understand the main effects, the ten post-test items were
examined individually. Although a general, overall trend of higher humor frequency
reported by the experimental group appeared to be in evidence (and may have had a
cumulative effect on the overall findings), the relatively low number of subjects may
have precluded statistically significant results among the individual items, if such
significance was to be found.
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A therapeutic humor technique that received high frequency reports by
experimental clinicians (79%) vs. controls (13%) was that of the sharing of humorous
stories or jokes with a therapeutic or life point to them. 74% of the experimental
clients reported an increase in such jokes from their therapists as opposed to 54% of
the control clients. As had been mentioned, workshop participants were given a
booklet containing a collection of such jokes and stories. The tangible and graphic
availability of these items in the form of the booklet may have enhanced their
accessibility to the therapists; many of the clinicians who attended the training stated
that they liked jokes and stories but could not seem to remember them. It could also
be conjectured that the metaphoric nature of such stories has some universal appeal
♦

that makes them both palatable and amenable to retention. Many of life’s lessons and
pearls of wisdom have been communicated through time immemorial in the form of
fables and folk tales. In addition, as has been mentioned in previous chapters, such
metaphoric communications can be helpful in sidestepping resistance and in appealing
to a subconscious, less defended frame of mind. It is far easier and more agreeable to
be reminded of the ‘sour grapes effect’ than it is to be called a petulant and envious
spoilsport. An area of future inquiry might be the relevancy of humor’s metaphoric
nature in aiding in the dissemination and retention of therapeutic skills or messages.
Helping make clients aware of the absurdities and ironies of life was another
humor technique that received interesting subject responses. 64% of the experimental
clinicians felt they were doing this to an increasing degree, while 38% of the clinicians
who did not attend the training reported the same impression. An awareness of the
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ironic and absurd is a necessary condition for coping and adaptive levity — ‘laughing
through ones tears’ type of humor. In addition, the capacity to appreciate irony and
absurdity denotes the capability to distance just enough from ones emotional
embroilment so as to be able to find the situation amusing. As has been mentioned,
such distancing is far different from the more primitive defenses such as denial,
repression, or psychosis. An individual must be able to entertain both the reality and
the pain of adversity in order to laugh about it in this manner. 72% of the
experimental clients reported an increase in this type of humor, as opposed to 46% of
the control clients. Thus, if this effect did indeed exist, it may have carried over into
the clients of those clinicians who came to the workshop. This latter finding may be
of greater importance, as the ultimate goal of the training was to give therapists
certain tools to use in their clinical work. A future area of research might be if and
how an enhanced appreciation of life’s absurdities contributes to coping, adjustment,
and resiliency.

Methodological Considerations
The numerical realities, along with the quasi-experimental nature of the research
design, limit any conclusions or claims that can be made in light of the results
obtained. In order to address this issue, any such future study might need to be of far
longer duration so as to allow for the difficulties in recruiting research subjects. An
alternative remedy would be to increase the number of researchers in order to be able
to access more clinical sites. A third approach might be to exclude the client
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population from the research design. Inclusion of therapy clients in the post-test
seemed to be the greatest source of hesitancy and anxiety on the part of the therapists
who were contemplating enrollment in the research. Excluding client responses,
however, would limit the post-test findings to participants’ self-reports, with the
accompanying social desirability effects inherent in such designs.
The sense of humor scales were of some use in detecting participant self-selection
into the experimental vs. control groups. Yet, a truly randomized sampling of
research participants (and of their clients) would have also addressed other such
potentially confounding factors as the effects of social desirability in self-reporting,
biased client selection, and the effects of therapeutic maturation. Given the logistical
realities of on-site studies, not to mention the ever shrinking quantity of the time
clinicians have in the present era of ‘managed care’ to spend thinking about their
clients, truly randomized groups might well be an unattainable ideal. Yet, it may be
that there will always exist a certain tension between the sterility of the laboratory and
the complications of the external world.

Afterword
During the time I resided in Jerusalem, visiting the Old City was a favorite
pastime. It was foreign and exotic. Every stone, arch, and alleyway seemed to hold
thousands of years of history as well as what I felt to be my own heritage as a Jew. I
came to know the narrow and confusing lacework of streets and market-plazas quite
well, and even became a nodding acquaintance of some of the Arab merchants. This
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always felt like a special accomplishment in a way, because the periodic unrest that
overtook the city more often than not left a residue of anything but conviviality
between Arabs and Israelis.
After one such violent period, I chanced to pass a Palestinian walking in the
opposite direction on a side street just outside the city wall. I am sure that his look of
hostility and distrust was mirrored on my own face as we neared each other. This
belligerency was in the context of the natural order of things, as we both understood
it. We were both part of it. Then, just as we were a few yards from each other, an
airborne pigeon let loose with a large, moist droplet which plopped onto the sleeve of
my jacket. Glancing down at my sleeve, I grumbled some curses befitting the avian
annointment. The Palestinian grinned from ear-to-ear, pointed to the sky and
pronounced,
“Blessed be the Holy One, who did not give wings to elephants.”
For an all too brief moment, we stood there and chuckled. No matter that my
momentary misfortune may have given him pleasure, there seemed to be a sharing of
some common humanity that would not have occurred without this laughter. In lieu
of the many subsequent eruptions of hostility in the area, this incident became a
treasured memory as well as an indication that there is always cause to hope that
human beings will find some shared fragment of their condition to bring them
together.
Humor has always been a subject very dear to me. I wished this project to be a
means of sharing my knowledge and appreciation of its benefits with persons who had
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most probably not had access to such information — given how levity is still viewed
within our field. I fully understand how much I was asking of the research
participants’ time and patience in filling out all the forms and in involving their clients.
If the brief training has made some contribution to their work in exchange, then the
project has given me a great deal of gratification.
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APPENDIX A

THE WORKSHOP PRE-TEST FORM
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Demographics and Professional Orientation
Please fill in or circle the appropriate items.
Name (please print):_Date:_
Sex:
Female
Male
Professional Title:_

^SrkAddrS_
Currentl^cademic Degree:_Academic Program:_
Age: 20-24; 25-29; 30-34; 35-39; 40-44; 45-49; 50-54; 55-59; 60-64; 6569; 70 +
Years Working in Mental Health: 1-2; 3-5; 6-9;

10-14;

15-20; 21-30; 31 +

The following items will ask about your therapeutic/professional orientation and the
counseling modes most preferred. Each item will be followed by a scale of 1 - 5. Please
circle the number that most closely reflects your own professional identity:
1 = not at all
2 = not very much.
3 = to some extent
4 = to a large extent
5 =to a very great extent
Please indicate^theoretical/therapeutic
preference^):__
Psychodynamic.
Object-Relations.
Existential.
Gestalt.
Feminist.
Client-Centered.
Behavioral.
Cognitive.
Strategic.
Narrative.
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1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3

4
4
4
4
4
4
4
4
4
4

5.
5
5
5
5
5
5
5
5
5

Please indicate the extent to which you personally value the following
therapeutic/therapist characteristics:
Enhancement of client insight.
Use of hypnosis.
Being therapeutically directive.
Maintaining a non-directive role.
Using self-revelation with clients.
Aiding clients to develop practical coping skills.
Keeping an affectively neutral therapeutic stance.
Accessing and bringing out client affect.
Helping clients to appreciate the absurd and the ironic.
Maintaining clear client-therapist boundaries.
Helping clients access their own past strengths.
Refraining of clients’ ideas, expectations, and perceptions.
Use of strategic interventions and injunctions.
Use of confrontation.
Use of jokes and funny stories.
Emphasis upon the future rather than the past.

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4

5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5

Please circle the arrow next to the one answer that most accurately reflects your
response to the following items:
1. I engage in levity with my clients:
=>
very frequently
=>
often
=>
sometimes
=>
on rare occasion
=>
at no time
2. lam most likely to use levity with:
=>
children
=>
adolescents
=>
adults
=>
groups or families
=>
colleagues when talking about my cases
3. I use provocative bantering with my clients:
=>
very frequently
often
=>
sometimes
=>
on rare occasion
=>
at no time
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Humor Questionnaire

Humor and laughter mean different things to different people. Each of us has conceptions of
what kinds of situations are funny, notions of the appropriateness of humor in various situations,
and a sense of the importance of humor in our lives.
In this questionnaire you will find descriptions of a number of situations in which you may have
found yourself from time to time. For each question, please take a moment to recall a time when
you were actually in such a situation. If you cannot remember such an experience, try to imagine
yourself in such a situation, filling in the details in ways that reflect your own experience. Then,
circle the letter (a, b, c, d, or e) beside the phrase that best describes the way you have responded
or would respond in such a situation.
1. If you were shopping by yourself in a distant city and you unexpectedly saw an acquaintance
from school (or work), how have you responded or how would you respond?

a)
b)
c)
d)
e)

I would probably not have bothered to speak to the person.
I would have talked to the person but wouldn’t have shown much humor.
I would have found something to smile about in talking with him or her.
I would have found something to laugh about with the person.
I would have laughed heartily with the person.

2. If you were awakened from a deep sleep in the middle of the night by the ringing of the
telephone, and it was an old friend who was just passing through town and had decided to call
and say hello. . .

a)
b)
c)
d)
e)

I wouldn’t have been particularly amused.
I would have felt somewhat amused but would not have laughed.
I would have been able to laugh at something funny my friend said.
I would have been able to laugh and say something funny to my friend.
I would have laughed heartily with my friend.

3. You had accidentally hurt yourself and had to spend a few days in bed. During that time in
bed, how would you have responded?__

a)
b)
c)
d)
e)

I would not have found anything particularly amusing.
I would have smiled occasionally.
I would have smiled a lot and laughed from time to time.
I would have found quite a lot to laugh about.
I would have laughed heartily much of the time.

4. When you have been engaged in some lengthy physical activity (e.g., swimming, hiking,
skiing), and you and your friends found yourselves to be completely exhausted. . .

a)
b)
c)
d)
e)

I wouldn’t have found it particularly amusing.
I would have been amused, but wouldn’t have shown it outwardly.
I would have smiled.
I would have laughed.
I would have laughed heartily.
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5. If you arrived at a party and found that someone else was wearing a piece of clothing
identical to yours . . .

a)
b)
c)
d)
e)

I wouldn’t have found it particularly amusing.
I would have been amused but wouldn’t have shown it outwardly.
I would have smiled.
I would have laughed.
I would have laughed heartily.

6. If a friend gave you a puzzle to solve and you found, much to your friend's surprise, that you
were able to solve it very quickly,

a)
b)
c)
d)
e)

I wouldn’t have found it particularly amusing.
I would have been amused, but wouldn’t have shown it outwardly.
I would have smiled.
I would have laughed.
I would have laughed heartily.

7. On days when you ve had absolutely no responsibilities or engagements, and you’ve decided
to do something you really enjoy with some friends, to what extent would you have responded
with humor during that day?

a) The activity we were engaged in would not have involved much smiling or laughter.
b) I would have been smiling from time to time, but wouldn’t have had much occasion to
laugh aloud.
c) I would have smiled frequently and laughed from time to time.
d) I would have laughed aloud quite frequently.
e) I would have laughed heartily much of the time.
8. You were traveling in a car in the winter and suddenly the car spun around on an ice patch
and came to rest facing the wrong way on the opposite side of the highway. You were relieved to
find that no one was hurt and no damage had been done to the car. . ._

a)
b)
c)
d)
e)

I wouldn’t have found it particularly amusing.
I would have been amused, but wouldn’t have shown it outwardly.
I would have smiled.
I would have laughed.
I would have laughed heartily.

9. If you were watching a movie or TV program with some friends and you found one scene
particularly funny, but no one else appeared to find it humorous, how would you have reacted
most commonly?_

a)
b)
c)
d)
e)

I would have concluded that I must have misunderstood something or that it wasn’t funny.
I would have “smiled to myself’, but wouldn’t have shown my amusement outwardly.
I would have smiled visibly.
I would have laughed aloud.
I would have laughed heartily.
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10. If you were having a romantic evening alone with someone you really liked (girlfriend,
boyfriend\ spouse, etc.) . . .
a)
b)
c)
d)
e)

I probably would have tended to be quite serious in my conversation.
I’d have smiled occasionally, but probably wouldn’t have laughed aloud much.
I’d have smiled frequently and laughed aloud from time to time.
I’d have laughed aloud quite frequently.
I’d have laughed heartily much of the time.

11. If you got an unexpectedly low mark on an exam and later that evening you were telling a
friend about it,
a)
b)
c)
d)
e)

I would not have been amused.
I would have been amused, but wouldn’t have shown it outwardly.
I would have been able to smile.
I would have been able to laugh.
I would have laughed heartily.

12. You thought you recognized a friend in a crowded room. You attracted the person’s
attention and hurried over to him or her, but when you got there you discovered you had made a
mistake and the person was a total stranger. ..
a)
b)
c)
d)
e)

I would not have been particularly amused.
I would have been amused, but I would not have shown it outwardly.
I would have smiled.
I would have laughed.
I would have laughed heartily.

13. If you were eating in a restaurant with some friends and the waiter accidentally spilled a
drink on you . . .
a)
b)
c)
d)
e)

I would not have been particularly amused.
I would have been amused, but wouldn’t have shown it outwardly.
I would have smiled.
I would have laughed.
I would have laughed heartily.

14. If you were crossing a street at a crosswalk and an impatient driver, who had had to stop for
you, honked the horn . . .__
a) I would not have been amused.
b) I would have been amused, but wouldn’t have shown it outwardly.
c) I would have smiled.
d) I would have laughed.
e) I would have laughed heartily.
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15. If there had been a computer error and you had spent all morning standing in line-ups at
various offices trying to get the problem sorted out. . .
a) I wouldn’t have found it particularly amusing.
b)
c)
d)
e)

I would have been able to experience some amusement, but wouldn’t have shown it.
I would have smiled a lot.
I would have laughed a lot.
I would have laughed heartily.

16. If the teacher announced that she or he would hand back the exams in order of grade,
beginning with the highest mark in the class, and your name was one of the first to be called. . .
a)
b)
c)
d)
e)

I wouldn’t have found it particularly amusing.
I would have been amused, but wouldn’t have shown it outwardly.
I would have smiled.
I would have laughed.
I would have laughed heartily.

17. In the past, if your girlfriend (or boyfriend) decided to break up with you because she or he
had found someone else, and a few days later you were telling a good friend about it.. .
a) I wouldn’t have found any humor in the situation.
b) I would have been able to experience some amusement, but wouldn’t have shown it.
c) I would have been able to smile.
d) I would have been able to laugh.
e) I would have laughed quite a lot.
18. If you were eating in a restaurant with some friends and the waiter accidentally spilled some
soup on one of your friends . . ._
a)
b)
c)
d)
e)

I would not have been particularly amused.
I would have been amused but wouldn’t have shown it.
I would have smiled.
I would have laughed.
I would have laughed heartily.

19. In choosing your friends, how desirable do you feel it is for them to be easily amused and
able to laugh in a wide variety of situations?
a) the most important characteristic I look for in a friend.
b) very desirable, but not the most important characteristic.
c) quite desirable.
d) neither desirable nor undesirable.
e) not very desirable.
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20. How would you rate yourself in terms of your likelihood of being amused and of laughing in
a wide variety of situations?

a)
b)
c)
d)
e)

my most outstanding characteristic.
above average.
about average.
less than average.
very little.

21. How much do you vary from one situation to another in the extent to which you laugh or
otherwise respond with humor (i. e., how much does it depend on who you are with. where you
are, how you feel, etc.)?_

a)
b)
c)
d)
e)

not at all.
not very much.
to some extent.
quite a lot.
very much so.

Please read each question carefully and then circle the answer below it that corresponds to the
response most accurate for you.
Do you easily recognize a hint such as a wink or a slight change in emphasis as a mark of
humorous intent?
Very easily
Somewhat easily
Somewhat slowly Very slowly
Do you feel that most people are more serious and solemn than is good for them?
Very much so
Somewhat Not so much Not at all
Does it ever happen that you share in a hilarious situation only to wonder afterwards what was
so funny about it?
Very often
Somewhat often Not very often
Rarely
A humorist is typically perceived by others as a person who lacks the courage of his/her
convictions.
Very true
Somewhat true Not very true Not at all true
Would it be easy for you to find something comical, witty, or humorous in most situations if
you really tried?
Very difficult
Somewhat difficult

Somewhat easy

Very easy

I appreciate people who tolerate all kinds of emotional outlets.
Not at all
Not very much
Somewhat
Very much
Those who tell jokes to make people laugh really do it to assert themselves.
Strongly agree
Agree somewhat
Disagree somewhat
Strongly disagree
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If you found a situation very comical but no one else seemed to be of the same opinion, would
it be easy for you to keep a straight face?
Very difficult
Somewhat difficult Not difficult Very easy
Do you sometimes find yourself laughing in situations where laughter is quite out of place?
Practically never Not very often
Sometimes
Very often
People who are always out to be funny are really irresponsible types who cannot be relied
upon.
Strongly agree
Agree somewhat
Disagree somewhat
Strongly disagree
If you had an unrestrained fit of laughter, would you later have misgivings that others thought
you were a bit of an exhibitionist?
Very much
Somewhat Not very much Not at all
Would you say that you have much cause for amusement during an ordinary day?
No
Some Yes
Very much
Do you feel that you make mistakes in the kind of behavior that may be emotionally fitting for
a particular situation?
Practically never On rare occasion
Sometimes Very frequently
Even if they appear to be different, humorous and dejected people really have many common
traits.
Strongly agree
Agree somewhat Disagree somewhat Strongly disagree
Do you think that you are slow in perceiving humorous points?
Very slow
Somewhat slow Quick enough Very quick
Humorists irritate me because they so blatantly revel in getting others to laugh.
Strongly agree
Agree somewhat
Disagree
Strongly disagree
When I engage in discussions where one person pokes fun at other people’s arguments, I get
the impression that she/he is just trying to cover up her/his own ignorance.
Very much so
Somewhat Not very much Not at all
How often do you miss the comical point in a situation where others catch on?
Very often
Often Not very often
Practically never
It’s my impression that those who try to be funny really do so to hide their own lack of selfconfidence.
Very much so To an extent Disagree somewhat
Strongly disagree
Do you feel that humorists open your eyes to aspects of life you seldom think about?
Practically never Sometimes
Often
Very Often
Do you consider yourself to have an impulsive nature?
Not at all
A bit
Somewhat Very much so
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Clinician Post-Workshop Questionnaire
Name (please print):

Work Site:

Please circle the single most accurate response to each of the following statements:
1. Over the past weeks, I have been sharing more jokes with some of my clients.
Very true
Somewhat true
Generally not true
Not at all true
2. Over the past weeks, some of my clients have been sharing more jokes with me.
Very true
Somewhat true
Generally not true
Not at all true
3. During the past weeks, I have been sharing with some of my clients more humorous
stories or jokes that seem to have a therapeutic point or a life lesson to them.
Very true
Somewhat true
Generally not true
Not at all true
4. Over the past weeks, I have, to an increasing extent, felt more comfortable gently
poking fun at my own foibles with some of my clients.
Very true
Somewhat true
Generally not true
Not at all true
5. During the past weeks, I seem to be laughing more with some of my clients.
Very true
Somewhat true
Generally not true
Not at all true
6. Over the past weeks, I have been using an increasing amount of imagination
exercises with certain clients, during which they feel amused at some point.
Very true
Somewhat true
Generally not true
Not at all true
7. During the past weeks, I have been making an increasing amount of paradoxical
statements or interventions with some of my clients.
Very true
Somewhat true
Generally not true
Not at all true
8. Over the past weeks, I have been using an increasing amount of absurd
exaggeration with certain clients.
Very true
Somewhat true
Generally not true
Not at all true
9. During the past weeks, I have been trying to help clients become more aware of the
absurdities and ironies of life.
Very true
Somewhat true
Generally not true
Not at all true
10. Over the past weeks, I have been more apt to try and help certain clients find things
about themselves or their circumstances to feel amused at.
Very true
Somewhat true
Generally not true
Not at all true
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Client Response Questionnaire

Please circle the single most accurate response to each of the following statements:.
1. Over the past weeks, my therapist has been sharing more jokes with me.
Very true
Somewhat true
Generally not true
Not at all true
2. Over the past weeks, I have been sharing more jokes in therapy.
Very true
Somewhat true
Generally not true
Not at all true
3. During the past weeks, my therapist, to an increasing degree, has been sharing
humorous stories or jokes that seem to have a therapeutic point or a life lesson to
them.
Very true
Somewhat true
Generally not true
Not at all true
4. Over the past weeks, my therapist, to an increasing extent, has been gently poking
fun at him/herself.
Very true
Somewhat true
Generally not true
Not at all true
5. During the past weeks, I seem to be laughing more in therapy.
Very true
Somewhat true
Generally not true
Not at all true
6. Over the past weeks, my therapist has been using an increasing amount of
imagination exercises with me during which I feel amused.
Very true
Somewhat true
Generally not true
Not at all true
7. During the past weeks, my therapist has been making an increasing degree of
paradoxical statements.
Very true
Somewhat true
Generally not true
Not at all true
8. Over the past weeks, my therapist has been using an increasing amount of absurd
exaggeration with me.
Very true
Somewhat true
Generally not true
Not at all true
9. During the past weeks, my therapist has been making me more aware of the
absurdities and the ironies of life.
Very true
Somewhat true
Generally not true
Not at all true
10. Over the past weeks, I have been more able to find things about myself or about my
circumstances to feel amused at.
Very true
Somewhat true
Generally not true
Not at all true
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Introduction to the Humor Workshop
Dear Participant,
I am delighted that you will be attending the training workshop on therapeutic humor
techniques. While the field of therapeutic levity is ever broadening, I have opted to
cover the following techniques in the time available to us:
•
•
•
•
•
•
•
•
•

Ethical issues and clinical contraindications for using levity with clients.
Sharing jokes with clients to enhance empathic connection and rapport.
Telling humorous stories with morals and metaphors to illustrate a therapeutic
point and to minimize resistance.
Role-modeling self-acceptance through the use of gentle self-deprecating humor
by the therapist
Appropriate use of incongruity and exaggeration to aid clients appreciate absurd
and dysfunctional life stances.
The use of contrived naivete in communicating feedback to clients.
Using paradoxical humor.
The use of humorous guided imagery in enhancing client coping skills and in
reducing stress.
Using negative exaggeration as a means of reframing and helping clients to
recognize the positive by contrast.

As this workshop is also part of my dissertation research, brief pre-test and post-test
measures, in the form of questionnaires, will also be given. These will measure the
effectiveness of my training technique, and should entail about ten to fifteen minutes
all in all. You are, of course, welcome to attend the training without participating in
the study, but I hope that you will be motivated to participate with me in this project,
as its ultimate aim is to further our ability to effectively impart new clinical tools to
clinicians’ therapeutic repertoire.

The Rationale for Therapeutic Humor
Almost nothing has been so misunderstood as the rational for using appropriate
therapeutic levity. Most of us have been taught to be quite distrustful of being funny
with our clients. We have come to believe that laughter in therapy will most likely
serve to deflect the process from its main goal. We may also fear that joking with
clients will only communicate to them our lack of respect, might serve to trivialize
their problems, or could be an indirect expression of our hostility toward them. This
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could indeed come to pass if we truly feel disrespect, contempt, helpless, or hostile
toward the clients with whom we choose to joke. Otherwise, lightening things up a
little could be a good idea.
As therapists, we often feel tension between the dual needs of our clients: On one
hand, they need to feel that their pain and suffering have been witnessed and
appreciated by us. Yet, we do not wish to perpetuate their feeling powerless and
victimized in the face of inner conflicts over which they have no control, nor do we
wish to see them remain the eternal prisoners of past trauma. Therapeutic humor,
when used well, can be one way of addressing these dual needs. These client
needs not be in conflict with each other. In appropriate therapeutic humor the tragic
is not ignored but is juxtaposed with the ridiculous or absurd. True therapeutic
laughter never facilitates repression or dissociation, but keeps the distressing issue
in conscious awareness while, at the same time, provides a skewed way of looking
at that issue. This, in turn, stimulates amusement. The ability to laugh at a problem
without denying it is a major goal of therapeutic humor and is a major coping
strength.
I believe there are two often overlapping facets which characterize helpful
therapeutic humor, depending upon the needs of the individual client:

Empathic Humor.
Empathic humor facilitates rapport. This type of levity could be something as
innocuous as making humorous comments about the weather before a session (If
you don’t like the weather in New England, wait ten minutes and it will change). We
often do this to help people feel more relaxed and to present ourselves as less
threatening and more human. This is a hallmark of empathic humor -- to
communicate to others our shared humanity and thus our potential to understand
them. At times, we might also do this through mild self-deprecating humor which
models acceptance of our own human imperfections and a healthy ability to laugh at
them. For some clients, limiting oneself to this type of mild empathic humor may be
the way to go.

Challenging or Provocative Humor.
Growing up in a family of Holocaust survivors, I was continually amazed at the kinds
of things people could bring themselves to laugh about. As I grew older I began to
realize that laughing about some of these horrific experiences was immeasurably
preferable to not being able to laugh about them. Some memories are too terrible
ever to fully leave us; better, then, to make use of gallows humor in order to cope
with what can never really change. So, to some extent, humor deals in tragedy or
pain. Humor has been defined as the juxtaposition of the tragic in such an
incongruent and unexpected manner that amusement is evoked. For some humor
theorists, the following formula holds:
Tragedy X Time = Humor
In other words, we are able to laugh at tragic events in retrospect after enough
healing time has passed. There is much truth in this contention. A survivor’s
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retrospective ability to laugh about her or his traumatic or adverse experience can
certainly be diagnostic of successful recovery of normative ego or cognitive
functions, i.e., less mental energy is needed for purely defensive purposes (it is well
know that, when under severe stress, one of the first things we lose is our sense of
humor). Many of us have experienced the welcome release of laughing heartily once
we are ‘out of the woods’.
Yet, to relegate laughter only to the post-acute phase of a crisis is to sell short
humor’s potential as an adaptive coping strategy in the face of a still present
stressor. Freud viewed humor as among the highest of ego defenses in that it
disdains to relegate the stressor into the unconscious, as do the more primitive
defenses of repression and denial. Victor Frankl wrote quite movingly about the role
gallows humor played in helping him survive the concentration camps. Recently,
there has been much mention of the increasing number of stand-up comedy
gatherings in the besieged city of Sarajevo. There is something very adaptive about
being able to step outside the stressful situation, to continue viewing it but from a
slightly skewed perspective, and then to laugh at it. A person who can do this is no
longer as embroiled in what is going on. We may call this ‘an observing ego’ or ‘the
capacity to cognitively reframe’. What it signifies is a mature capacity to cope in such
a way as to preclude dissociation, denial, or regression into acting out behaviors.
Thus, some of the more challenging or provocative therapeutic humor techniques
are used with clients who are in the midst of their painful struggles. The ‘comic relief
provided is not only to afford clients a brief respite from their anguish, but also to
give them a way of coping that can serve to speed their recovery and enhance their
capacities for self-reflection and awareness.
The workshop I will present entails both the empathic and the challenging facets of
therapeutic humor. Emphasis will be placed upon clinical contraindications and
ethical issues. At the same time, it is hoped that the greater familiarity with the
positive benefits that therapeutic levity offers will also imbue the workshop
participants with confidence in using appropriate therapeutic humor.
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A BRIEF COLLECTION OF THERAPEUTIC
HUMOR

A Collection of Jokes, Sayings, and Funny Stories
for the
Edification of Your Clients and Yourself

Ernest Yonkovitz

WELCOME!
Here is a collection of some of my favorite therapeutic jokes, sayings, and funny
stories. It is by no means exhaustive, and there may be some that will not appeal to you
in particular. You may also have favorite jokes and stories of your own that can be
added to this brief collection.
The entries have been divided into a number of pertinent subject categories that we
therapists address with our clients; denial, relationships, laughing under adversity, etc.
Some of the jokes may overlap into more than one category.
Being humorous with clients will entail taking some chances, but the payoff can be
quite rewarding. In any case, use your sound judgment - if you feel that a joke or
story would be particularly wrong for a client, it most probably is. Yet, by the time you
get this little humor manual you will have had a chance to review the workshop
material on the contraindications for therapeutic humor and the ethical issues involved.
I hope that your familiarity with these important issues will make you both more
knowledgeable about the potential drawbacks of using therapeutic humor as well as
facilitating a greater sense of freedom and permission with regard to being funny with
your clients. Enjoy!

So You Want to be Funny...
The good news is that enhancing your sense of humor is actually doable. While we
all may be bom and raised with different levels of humor sensitivity, it is entirely
possible to raise ones humor awareness and, as a direct result, become a person who
both appreciates and produces humor to a greater degree. And for what ever clinical
reasons you may be drawn to using more levity with clients, your own life will also be
enhanced as a result of the larger role humor will invariably come to play in it. You will
laugh more and enjoy life more.

The Cardinal Rule
When listening to a favorite humorist it is sometimes hard not to wonder where he
or she gets the inspiration to be so funny. Even while many comedians have writers,
each has her or his own personal style and perspective. Successful humorists have
immersed themselves in humor. This does not necessarily mean that they particularly
riotous lives or that they witness and are thus inspired by more humorous events than
the rest of us. Rather, they have developed a greater sensitivity to the many nuances of
funniness that most other people are not attuned to. They have developed an ear for
humor, just as a musician who is immersed in music develops an ear for music.
So, the cardinal rule for enhancing your sense of humor is to immerse yourself in
humor. Read joke books, watch comedies, look for the humor sections in magazines,
listen to stand-up, ask people to tell you their favorite jokes, become a collector and a
teller of jokes. This will lead to your developing a greater sensitivity and awareness to
the variety of forms funniness and humor can take in our everyday lives, and will result
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in a greater familiarity with the basic techniques of making other people laugh. And
remember.. .laughter creates a mood in which other positive emotions can take place as
well!

What You Can Do
Here is a list of 10 take-home assignments that will get you well on your way
toward enhancing your sense of humor. They are designed to increase your exposure to
different types of humor, and will subsequently make you far more attuned to the
comedy of life around you. These will probably be among the most painless take-home
work you have ever done (with acknowledgments to Steve Allen and to Paul E.
McGhee):
• Purchase, or borrow from the library, books by humorists. According to your taste,
some really funny people are authors such as Steve Allen, Cynthia Heimel, Woody
Allen, Robert Benchely, James Thurber, Dorothy Parker.. .the list goes on!
• Think about the types of jokes or situations that most amuse you. Do they fall into
particular categories?
• Learn to tell one new joke each day. You can find them in joke books, or you can
pick them up from other people. Practice telling the joke to others.
• Ask friends or coworkers to tell you their favorite jokes. Keep a little notebook and
jot down jokes you hear and wish to remember Then pass the joke on
• Make an effort to spend more time around people with positive attitudes.
• Take in funny movies, watch comedies, seek out recordings (or live performances)
of your favorite comedians. Try and remember your favorite jokes or routines.
Share these with others.
• Make a list of things you have fun doing and do at least one of them everyday. This
lightens your mood and makes you more receptive to other positive experiences.
• Collect some props, cartoons, or other humorous paraphernalia and keep them at
your place of work.
• Catch people in the act of being playful. Keep tabs on the ways they do this.
• Take a silly photo of yourself and keep it in a place where you can view it.
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‘DENIAL’ AIN’T JUST A RIVER IN EGYPT
If only our clients would realize that we are wise, all-knowing, and that we are only
trying to communicate the truth to them! Well, often enough we do see things that they
are not yet able to see or admit to themselves. Head-on confrontations are sometimes
not the way to go. The beauty of using a humorous story to illustrate an unwelcome
point is that the communication is not as direct and gives the client the option of being
amused while still illustrating the troubling issue quite accurately. Reducing the toxicity
of unwelcome feedback so that it can be received is a major advantage of this type of
therapeutic humor.
“Alcoholism isn’t a spectator sport. Eventually the whole family gets to play.”
-- Joyce Rebeta-Burditt, The Cracker Factory, 1977

Mr Jones had long suspected that his wife was having an affair. Just before leaving
on a business trip, he told his little son Johnny to try and remember any strange men
his mother brought to the house during his absence.
Upon his return a week later, Mr. Jones asks Johnny if there were any men
brought to the house by Mrs. Jones.
“Yeah,” answered Johnny, “one night Mom brought this man home. They ate
dinner with candles lit at the table.”
“Then what did they do?” asked a perturbed Mr. Jones. “Well,” answered Johnny,
“after dinner Mom turned on the stereo and it looked like they were dancing. And I
think they were kissing a lot too.” An increasingly agitated Mr. Jones then asked.
“What happened next?”
“Well, then Mom took him by the hand into the bedroom and they both started
undressing. But then I couldn’t see any more because they turned the light off.”
By this time Mr. Jones was beside himself. He smacked the palm of his hand on
his forehead and exclaimed in an anguished voice, “Ahh...this not knowing is driving
me crazy!”
It is really amazing the lengths people will sometimes go to in order not to see what is
glaringly obvious to others. It’s not purely a coincidence that the person most affected
is often ‘the last to know’.

A tourist visits a zoo and passes by the lion’s cage.

To her amazement, she
witnesses there what seems the literal fulfillment of Isaiah’s biblical prophesy - a
lion and a lamb are in the cage together!
Astonished, the tourist calls over an attendant and asks, “How long have you had
a lion and a lamb in a cage together?”
“Over a year already.”
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“But this is incredible!” exclaims the tourist. “How do you do it?”
The attendant answers, “It’s easy. Every morning we put in a new lamb.”
You may have clients who have been living in a cage with a lion. Even though they are
eaten up alive, they continue to serve out their time in hopes that the loin will change
its spots. Or, they may not feel worthy of finding a less carnivorous partner. It seems
that the aforementioned biblical prophecy has not yet come to pass.

The proud parents are watching their son during the graduation ceremonies at a
military academy. As the cadets march by, she leans over to her husband and says,
“Aren’t you proud of our son -- of all the four hundred graduates, he’s the only
one marching in step.”

A client confesses to her therapist,

“Last night I made a Freudian slip.” Delighted
with her client’s involvement in the therapeutic process, the therapist asks, “What
was the slip?”
“Well, explained the client, “last evening I was having supper at home with my
mother and I wanted to say, ‘Mother, please pass the butter5. Instead I said, ‘Mother,
you are a bitch and I hate your damn guts.’ “
This is a good joke to tell to clients who are experiencing difficulties owning up to
feelings they find unacceptable. Approaching them in a humorous fashion may make the
topic more open to discussion than will trying to extract these feelings in a more
somber fashion. If they can get this joke, chances are they’ll feel more ready to talk
about why they found it amusing.

There was quite a scene at the house when a young woman returned home from
college pregnant. Her mother was in hysterics and her brother was shouting at her.
Ever the living example of reason, the father tried to restore calm and had them all
sit down to discuss the problem rationally. “Now first,” he said to his daughter, “are
you sure it’s yours?”
Ah, the powers of rationalization and denial !

WORDS OF ENCOURAGEMENT
Humor can be used to give clients encouragement and support.

Keep trying! Look at the person who put a hole in the Life Saver and made a mint!

Hooray for the songwriter who didn’t stop at “Tea for One”!

Never give up! Just think how fortunate we all are that that chemist didn’t give up
when he got to ‘Preparation G ’!

For years he thought he was a failure. They told him to be positive. Now he’s
positive he’s a failure.

Every problem can be solved

--

except maybe how to refold a road map.

FOOD JOKES
I am including food jokes here because eating is a big part of our lives and because
food can mean different things for different people. People who have experienced times
of hunger and deprivation attach a different meaning to food than do most of us, as do
individuals afflicted with an eating disorder. The following joke illustrates one of the
functions that food can have ~ that of emotional soothing. And while it’s a great joke,
please be aware that sexual material is a sensitive area for some eating disorder clients.
Irving bumped into his friend Bill who remarked, “You don’t look so good. What’s the
trouble?” Irving sighed and answered, “My wife is cheating on me, business is

terrible, and the kids are driving me nuts. I went to four therapists and not one of
them helped me.” Bill looked at his friend and said, “I’ve got the solution for you.
There’s a great looking woman who lives down the street. You go to her apartment
and you take off all your clothes. Then, she puts a doughnut on your penis and she
slowly eats the doughnut. It’s so good, you feel out of this world!”
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Irving thought it over for a week and decided he might as well try it, as nothing
else seemed to help. Some time later he ran into his friend Bill who asked, “Well, did
you do it? Did it help?” Irving tells him,
“I did what you recommended. I found the lady’s apartment and went upstairs to
meet her. I took off all my clothes and she looked at me and said, ’Oh, a Jewish
guy.’ Then she took out a bagel and put cream cheese and lox on it. It looked so
good I ate it myself.”

Victoria meets her old friend Patty who exclaims to her, “You look just marvelous!
Tell me, what’s your secret?” Victoria smiles demurely and replies,
“To tell you the truth, I’m having an affair.”
“Really?,” Patty comments. “Who’s your caterer?”

A customer enters a restaurant and says to the waiter, “I would like coffee,

but

without cream.” Two minutes later, the waiter returns and says,
“I am very sorry, but we are all out of cream. Would you like your coffee without
milk?”
The waiter’s unexpected and illogical question illustrates that the things we omit from
our lives often have just as much importance as the things we tend to include. These
could be such basic needs as love, joy, relationships, and other types of nourishment.
Food, either omitted or included to excess, can obviously symbolize the above.

RELATIONSHIPS AND BOUNDARIES
As the trials and tribulations evoked by human connections make up so much of
what clients bring to us, here are some of my favorite relationship jokes. They illustrate
the imbalances and exaggerated expectations people often experience in their unions.
These jokes can help in pointing these things out to individuals or to couples in a way
that will not automatically evoke anger or denial.

‘Ah,

Mozart! He was happily married - but his wife wasn’t.”
- Victor Borge
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A man enters the psychiatrist’s office and says,

“Doctor, you’ve got to help me with

my wife. She thinks that she’s a chicken.”
The psychiatrist takes out his notepad and says, “I see. And how long has she
believed that she is a chicken?”, to which the man replies, “Twenty-five years.”
Taken aback, the psychiatrist asks,
“Twenty-five years! Why have you waited so long to seek help?”
“Well, to tell you the truth,” answers the man, “I need the eggs.”
People sometimes form relationships for the strangest reasons. One person’s oddities
may compliment the needs of the other.

After three long years of marriage counseling, Roger told his wife, “I finally realize
that you feel I’m too nosy.”
“At last!” exclaimed his wife with great enthusiasm, “And just how did you finally
gain this great insight?”
Roger replied, “I read it in your diary.”
Sometimes the ‘movement’ certain partners are willing to make in the other’s direction
isn’t really all it’s cracked up to be.

Rick says to his friend Rock, “You know, last night I could have had sex with
Madonna.”
“How so?” asks Rock.
Rick replies, “I had an erection.”
Aside from being absurdly grandiose, Rick’s contention is also a comment on the
immature and all too prevalent belief that in only takes one attribute to make all the rest
fall into place. Wishful thinking is taken to the absurd and thus becomes humorous.
This joke could be of benefit to the young and impulsive among us.

Brenda approached her husband and said, “All these years of therapy are finally
paying off. I had a marvelous insight. I now realize that I’m constantly talking about
myself. This has to change. From now on, I want you to talk about me.”
The regard that a self-absorbed and narcissistic person is willing to bequeath to others,
with all good intentions, can be a bit limited.
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A man is being picked on by his tyrannical wife. “Idiot!” she yells, You’d better crawl
under the table if you know what’s good for you!” The man gets down on all fours
and crawls under the table. “Idiot!” she yells again, “Crawl out from under that table!”
With a look of sullen defiance, the husbands shouts from under the table, “I will
not! I’ll show you who’s boss around here!”
The points scored by the suppressed partner in a grossly unbalanced and abusive
relationship are often quite pitiful.

A man was strolling along the beach at the nudist colony when he was confronted
by a gorgeous, buxom woman. He gaped at her intently and then exclaimed, “Wow!”
Would you look good in a sweater!”
Talk about the grass being greener! Couples often lose sight of what they already have
and seek elsewhere for the things they desire. This joke might be useful with one or
both disgruntled partners who are too intently focused on the negative aspects of their
relationship. In general, it could also be apt for individuals who exhibit a self-damaging
pattern of escaping from less than ideal situations.

Jake had not been feeling well so his wife Rose made an appointment for him to
see the doctor. Later that day, the doctor phoned Rose to tell her that Jake had less
than twenty-four hours to live.
Rose decided she would do what she could to make Jake’s last night a
wonderful one. She prepared a gourmet dinner and served his favorite dessert.
Then, she put on her sexiest nightgown and said to him,
“Whatever you want, well do.”
They made passionate love, and a few minutes later Jake said, “Lets do it again”
which they did. When he suggested a third time, Rose said, “That’s easy for you to
say...you don’t have to get up in the morning.”
Self-sacrifice will only go so far once the fire is gone.

An exhibitionist was ‘flashing’in the garment district of New York City. When he
whipped open his raincoat, one woman designer remarked, “Wow! What a lining!”
Beauty must really be in the eye of the beholder. This joke also illustrates how
powerless an aggressor can sometimes be rendered just by virtue of our determination
not to be the recipient of the aggression (it’s also a funny commentary on how
subjective our perceptions can be).
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A worried man consults his doctor because his penis has recently begun to turn
purple. “How often do you and your partner have sex?” asks the physician. The man
responds,
“About five times a week.”
“And does your partner use contraception?” the doctor inquired.
“Yes”, answered the patient. “She uses a diaphragm.”
The doctor then asked, “Does she use any kind of jelly?”
“Grape”, responded the patient.
This one is kind of cute. The patient and his partner share not only a healthy enthusiasm
for each other but also a certain lack of worldliness. This is a joke that can be told just
for fun. It can also be used to prepare the way for providing clients with sex education
by reducing their defensiveness and anxiety through making light of a potentially
awkward topic.

STEPPING ASIDE TO GAIN SOME PERSPECTIVE
Therapeutic humor seeks to provide clients with a new and slightly shifted
perspective on their distressing issues. The problem is not relegated to denial or
repression, but rather is held in awareness and compared with the skewed parallel. The
contrast is amusing, and the result is that the client is able to step outside his or her
situation long enough to observe instead of being embroiled, and to find some humor in
it.

The reporters came from far and near to interview old Mr. Brown, who was about to
celebrate his one hundred and twenty-fifth birthday. One of the reporters spoke
loudly into the aged man’s hearing hom and asked, “Tell us, Mr. Brown, to what do
you attribute your remarkably long life?” Mr. Brown squinted at the reporter from his
rocking chair and said,
“Well, sonny, I attribute my long life to staying away from all the vices. I go to bed
early, get up early, and eat healthy!” Suddenly, everyone started after hearing loud
hollering from an adjacent room. Observing their startled expressions, Mr. Brown
said,
“Ah, don’t mind that noise. It’s only my daddy in there on one of his drinking
binges.”
Sometimes the ideals we hold and the sacrifices we make turn out to be superfluous.

During that time in Europe when weddings were arranged by marriage brokers, Mr.
Levy, an elderly matchmaker, decided it was time to take in a young apprentice. He
was explaining the tricks of the trade to his new colleague, Ruben. “Remember,
don’t be afraid to lay it on thick! Exaggerate! You must always convince the parents
that the prospective match is a real find!” Later that evening the two brokers met
with well-to-do parents who were seeking an appropriate match for their young son.
“Believe me”, stated Mr. Levy with enthusiasm to the parents, “the girl we have in
mind for your son is a jewel! She comes from a very learned family.” At that point
Ruben chimed in,
“Learned?! She comes from a long line of scholars and professors!”
Mr. Levy then added, “And her parents are very well off.” Ruben again chimed in,
“Well off! Why, they own half the province!”
“She’s also very attractive”, added Mr. Levy, at which point Ruben stated,
“Attractive! She’s a veritable raving beauty!” Mr. Levy, who was by now looking
somewhat askance at his new apprentice, said to the parents, “But to tell you the
truth, she does have a small mole on the back of her neck.”
“A small mole!” stated Ruben with enthusiasm, “Why, she’s a regular humpback!”
Given that marriages were pre-arranged for thousands of years, matchmaker jokes are
an old and respected genre in Jewish folklore. The marriage broker was viewed as a
character who might sink to varying levels of unscrupulousness in order to scratch out
a living (as do other professionals here and there). The bride and groom had little say in
the matter of their future life-mates, and attributes such as social standing, learning, and
wealth were avidly pursued by the prospective parents-in-law. This joke nicely portrays
how judgmental, shallow, and subjective our perceptions of‘significant others’ can be,
and can be useful in getting clients to think about the two types of infatuation or
cognitive distortions we can sometimes have for our partners: Positive infatuation typically in the ‘honeymoon phase’ of relationships, when we view the other person’s
thoughts, intentions, character, and other qualities through very rosy glasses (Isn’t that
sweet! S/he left the cereal box out on the kitchen table because s/he knew I might be
hungry!), or negative infatuation (What an uncaring slob, leaving the cereal box out on
the table instead of cleaning it up before leaving for work!) which usually occurs when
couples are in trouble.

A

New England farmer was visiting his wealthy Texas cousin’s ranch. As
everything’s big in Texas, the rancher was holding forth about the size of his lands,
“Why, I could get into my car and it would take me a whole three days to get from
one end of my spread to the other!” The New Englander replied laconically,
“Yep. I once had a car like that.”
A subtle shift in the way one perceives an issue can change its entire complexion.

A young woman from a wealthy family fell in love with a poor beggar. Her love was
requited and they agreed to wed. However, the beggar had one condition: "So that
you will never in the future have contempt for my life as a beggar, I will only marry
you after you come begging with me for one whole year.” So much did the young
woman love the beggar that she agreed to his condition.
At the very end of that year, during which the two went begging from town to
town and from street to street, the beggar said to his bride to be, “The year is now
ended, my love. We can now return to your rich estates and be married.” The young
woman replied,
“Okay, but first lets just finish that last row of houses.”
We can sometimes become attached to our misfortunes and limitations. These may
become a way of life unto themselves.

On the Day of Atonement, the synagogue’s rabbi fell to his knees in front of the holy
ark and cried out his repentance, “Dear Lord, I am nothing, a nobody, and not
worthy of your mercy!” The synagogue’s cantor then fell on his knees next to the
rabbi and called out, “Dear Lord, I am a nothing, a nobody, and not worthy of your
mercy!” Witnessing this moving display of piety, the synagogue’s janitor fell on his
knees next to the other two and cried out, “Dear Lord, I am nothing, a nobody, and
not worthy of your mercy!” The cantor then nudged the rabbi in the ribs and said in a
low voice,
“Look who’s all of a sudden a nothing and a nobody.”
A posture of false humility or debasement can be quite self-serving and aggrandizing.

The proud grandmother is wheeling her grandson’s baby carriage through the park.
Another woman stops by her and remarks, “My, what a beautiful baby!” The
grandmother responds, “Ah, this is nothing! You should see his pictures!”
Idealized views of others can, at times, make those people themselves almost
superfluous.

A

mouse and an elephant were running over the desert sands. After glancing back
over its shoulder, the mouse turned to the elephant and exclaimed, “Look at all the
dust we’re kicking up!”
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IF IT DOESN’T WORK, JUST KEEP DOING IT SOME MORE
Call it ‘repetition compulsion’ or ‘learned helplessness’ or whatever. People are
often trapped into repeating their unsuccessful attempts ad nauseum.

A man is observed standing on one leg while twiddling his thumbs. A curious
passerby asks the man what he is doing. The thumb-twiddler replies, “I do this to
keep the wild elephants away”. Somewhat amazed, the passerby states, “But there
aren’t any wild elephants for thousands of miles around!” “Of course!” replies the
man with satisfaction, “See how well it works!”

LAUGHING IN THE MIDST OF ADVERSITY
The ability to find humor even when in the midst of very adverse conditions can be a
major survival skill. Victor Frankl has written that he was able to survive the
concentration camps in no little part due to being able to laugh at things that occurred
there. Gallows humor, when used by persons in situations of pain and torment, can
represent a very adaptive coping strategy. By finding something to laugh about, no
matter how warped, one nevertheless remains in the here and now and declines to
regress into denial or suppression. One neither dissociates nor becomes psychotic.
Laughing at an oppressive situation also expresses, on some level, an inner disdain for
that situation. Jewish humor is replete with such ‘laughter through tears’, but there are
many other examples as well.

“I have a new philosophy. I’m only going to dread one day at a time.”
- Charles Schulz, in Peanuts

In need of money fora medical procedure, old Mrs. Jones had just withdrawn the
last of her meager savings and had closed her bank account. Upon exiting the bank,
she turned to the security guard standing by the door and said, “As far as I’m
concerned, young man, you can go on home.”
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A man brings some good pants material to a tailor and orders a pair of pants. When
he comes back a week later, the pants are not ready. When he returns again two
weeks later, the pants are not ready. He finally after six weeks and the pants are
ready. The man tries them on and they fit perfectly. Nonetheless, when it comes
time to pay, he remarks to the tailor,
“It took God only six days to create the world and it took you six weeks to make
just one pair of pants."
“Ah,” the tailor responds, “But look at this pair of pants and look at the world.”

With the Nazis on the rise in Vienna in 1939, a Jew goes to a travel agency in order
to secure a visa out of the country. Standing by a globe of the earth, the travel agent
does not have very good news for his client. The first country the Jew inquires about
has already filled its Jewish quota for the year. The next country does not accept
Jews at all. And so on and so forth. Finally, the would-be traveler falls silent. The
agent asks, “Is there another country you want to inquire about?” The Jew responds,
“Actually, I was wondering if you could show me another globe.”

During the last century, the elders of a small Russian town were perturbed by
complaints about a particularly bothersome and aggressive beggar. It was finally
decided that in order to get the beggar away from the center of town, they would
offer him the sum of four rubles a month to sit by the town gate until the Messiah
arrived. The beggar accepted the offer.
Some days later, one of the beggar’s colleagues passed him on the way into
town and opined, “Four rubles a month to sit here and wait for the Messiah. That’s
not a lot of money.” The beggar replied,
“True, but at least it’s steady work.”
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